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*Sulphatriad’ has been clinically proven and is now widely accepted 
m general practice as the sulphonamide preparation of choice 
combining rapid absorption, good tissue distribution and marked 
therapeutic effect with a high degree of safety. 


‘SULPHATRIAD 


trade mark branu 
COMPOUND SULPHONAMIDES 
Available as 0°5 Gm. tablets and as a suspension 
Manufactured and distributed in South Afric 
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DEODORANT SOAP 


G. 11. = HEXACHLOROPHENE 


1s a chlorinated bisphenol described as 
Hexachlorophene which reduces the “resident” skin 
bacteria by as much as 95% Washing regularly with 
Medisan will assist greatly in protection against infections 
and skin diseases. It is non-irritant and safe to use on the 
most delicate skin. Medisan Deodorant Soap containing 
G.1L., is acomplexion soap and toilet soap in one. It does not 
stop healthy perspiration but controls odour-producing 
bacteria. It is recommended for use by Doctors, Nursing 
Staff, wherever food is manutactured and for everyday 
use in the home 


Trade Enquiriess QUALITY PRODUCTS (PTY.) LTD. 
P.O. Box 16. JACOBS, NATAL. 


One successful method of infant feeding 

alone can compete in antiquity with the 

Sphinx. Doubtless, when the latter suc- 
cumbs to Time, breast feeding will still remain the unchallenged method of laying the found- 
ations of health and vigour. For more than 40 years Cow & Gate Milk Food has proved a reliable 
and effective substitute when breast feeding proves impossible. It can therefore claim to have 
been “ Tested by Time’ even though this is measured in years rather than in centuries. 
Cow & Gate Milk Food is made by special processes from the selected milk of famous pasture- 
lands. The most modern, hygienic and scientific methods are applied at every stage of its 
preparation so that the valuable and exceptional nourishment of the milk is made available 
in its purest, most digestible and safest form. 


Literature more fully descriptive of the food and of the special preparations made for the treatment 
of abnormal conditions in children will be gladly sent on request. 


COW & GATE LTD 


GUILDFORD SURREY 


* Now in regular supply. Distributing | Johannesburg, and ct Cape Town, 
agents, B. P. Davis Lid., P.O. Box 3371, *. veer ra Durban, Port Elizabeth and East London 
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Aldiazol-M brings a high degree of safety to sulfonamide 
therapy. This alkalizing suspension of equa! parts of micro- 
crystalline sulfadiazine and sulfamerazine is safer because it 
decreases the danger of crystalluria and reduces the incidence 
of allergic reactions. It offers these advantages: 


Greater Efficacy, achieved through decreased acetylation 
of the absorbed sulfonamides, and rapid absorption of the 
microcrystalline form. 


Highly Palatable. Aldiazol-M is pleasantly flavored, mak- 
ing it acceptable to virtually all patients. It is readily taken 
by children, making for universal patient cooperation and 
permitting its use whenever sulfonamide therapy is indicated. 


Greater Urinary Solubility is produced by sodium citrate 
which increases urinary solubility of the combined sulfon- 
amides by more than 400%. 


The maintenance dose of Aldiazol-M is 2 teaspoonfuls (1 
Gm. of total sulfonamides) every 4 hours; initial dose, 2 to 4 
teaspoonfuls (3 to 6 Gm. of total sulfonamides). Aldiazol-M 


is available at all pharmacies in pint and gallon bottles. 
Co) 


THE S.E.MASSENGILL COMPANY 
Gormula Bristol, Tenn.-Va. 


Each teaspoonful (5 cc.) of NEW YORK e SAN FRANCISCO © KANSAS CITY 
Aldiazol-M contains: 
Sulfadiazine 
(microcrys- 
talline)...... 0.25 Gm, 
Sulfamerazine 
(microcrys- 
talline)...... 0.25 Gm, 
Sodium Citrate. 1.0 Gm. 


Literature and clinical samples on request from South African distributors: 


Westdene Products (Pty.) Ltd. 
22-24 Essanby Hou 175 Jeppe Street JOHANNESBURG 
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TO SOUTH AFRICAN PHYSICIANS 


A 


wumusual offer 


YOU ARE INVITED TO MAKE THE ‘‘BERMIDE TEST’’ 


FOR 


ARTHRITIC AND RHEUMATIC DISORDERS AT OUR EXPENSE 


Nothing we could tell you about the efficacy 
of Succinate-Salicylate Oral Therapy (Bermide) 
for Arthritic and Rheumatic disorders could 
be half so convincing as observing results 
with your own patients. That’s why we make 
this unusual offer: 


We will supply GRATIS a 
quantity of BERMIDE sufficient 
for you to make your own 
“BERMIDE TEST” with two 
patients suffering from Arthritic 
or Rheumatic disorders. 


In this way . . . without incurring any obliga- 
tion whatever . . . you will have an opportun- 
ity to observe, at first hand, the dramatic 
response to BERMIDE Oral Therapy. 


This South African ““BERMIDE TEST” will 
parallel a similar test made by Canadian 
physicians last year by which much valuable 
clinical data concerning Succinate-Salicylate 
Therapy was amassed. Results there indicated 
that in a wide range of arthritic and rheu- 
matic disorders, the BERMIDE formula 
therapy produced marked improvement in over 
84% of cases. 


We urge you to make the ““BERMIDE TEST” 
at our expense. Prove to yourself that in the 
treatment of osteoarthritis, rheumatoid arth- 
ritis, rheumatic fever, myositis, fibrositis, 
bursitis or sciatic neuritis, BER MIDE provides 
dramatic benefits. 


IMMEDIATELY ON RECEIPT OF A REQUEST 
FROM YOU... we will send you the large-size 
dispensing bottle of 500 BERMIDE tablets, 
together with complete recommendation for 
dosage. Additional supplies will be furnished 
as required so that your personal test of 
Succinate-Salicylate (BERMIDE) Oral 
Therapy may be conclusive. 


BERMIDE is available in bottles of 100, and in 
the 500-tablet dispensing size. at your prescrip- 
tion pharmacy. Manufactured under licence. 
BERMIDE is the trademark of this product. 


BWerrmide 


THE PAN PHARMACALS 


COMPANY, 
P.O. BOX 4247, 


JOHANNESBURG, 
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know the name 
Baumanometer 


IT MEANS a bloodpressure instrument . . . a true mercury/gravity apara- 
tus ... the standard itself. Every Lifetime Baumanometer is scientifically 


accurate and guaranteed to remain so. This means assurance for you 
that readings are always meaningful because they are always accurate. 


IT MEANS a sturdy instrument . . . light and compact . . . easy to use. 
Every Lifetime Baumanometer has, for instance, a resiliently mounted 
glass cartridge tube fully recessed in an alumilited metal scale. This 
means perfect uninterrupted bloodpressure service for your lifetime. 


If you have been considering the purchase of a new bloodpressure instrument, ask your 
surgical house to show you the various Baumanometers available. One or more of them 
will suit your needs admirably 


THE KOMPAK 


—serves both on house calls and Obtainable from all reliable Surgical Houses 


sem. GURR SURGICAL INSTRUMENTS (Pty.) Ltd. 


Horley Chambers + Kruis Street * P.O. Box 1562 
JOHANNESBURG 
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flew @rotein Incumbe 


Contains specially prepared, de-fatted milk powder 
— gives the Non-European infant an equal chance 
of health from the beginning. 


By increasing the protein content of In- New Protein Incumbe, being a mixed cereal, 
cumbe to 22.8% and adding carbohydrate, allows for a much better distribution of essen- 
fat-ratio-compensation has been effected and tial amino-acids than does one type of cereal 
New Protein Incumbe, when used in accordance only. Incumbe contains Soya Bean Flour, 
with the feeding tables, offers a food compar- Wheat, Maize, and Kaffir Corn —this last being 
able in nutritional value with cows’ or dried especially valuable owing to its nicotinic acid 
milk. content, the Pellagra-Preventing Factor. 

25% of the whole food calor- 
ies are protein, this again giving > — Feeding Tebles are calculated on the 
a ratio of 45% milk protein and : - 4 Mothercraft system of calorie estimation. 


55% mixed cereal protein. NCUM 


yy 
_THE 103 Calories per ounce of Incumbe. 


11 Teaspoons — 1 oz. 


9.4 calories = 1 level teaspoon. 


Feeding fables are available in all 

Native dialects. For a supply of these 

INCUMBE BABY FOOD tm, 


Hind Bros. & Co. Ltd., Umbilo, Natal. 
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Dormupasx 
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*DORMUPAX’, a stron 
whose high efficacy erives oe 
from its inclusion of calcium n-butyLally 
barbiturate, provides per tablet— 


Calcium - 3.75 grains 
Carbromalum B.P.C.. . . 15 grains 


Advantages: 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 


to that of the majority of commonly used barbituric acid 
derivatives. It has also been shown that the quotient DE/DL is 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 

it is completely degraded to an indifferent form. 

The eflicacy of * Dormupax’ is reinforced by carbromalum, a safe, 


prompt, mediam-strength hypnotic which is free from after-effects. 


*DORMUPA™®”’ has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 


Excited insane patients tolerate 4 tablets daily in a course of 
2 to 4 days without deleterious after-effects. 


Indications: 


Insomnia due to psychic cause or pain—- Insomnia, including in 
circulatory diseases or arteriosclerosig— Spastic vascular states, 


Dosage: 


Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 
Further information on dosage supplied in literature on request. 


REOD. TRADE MARE 


Packs: 


Standard Tube, 12 Tablets ; bottles of 250 (Dispensing). 
Samples of ‘Dormupax’ available on personally signed 
request of physicians only (Sch. IV) from the Medical 
Dept. 


HOMMEL’S HEMATOGEN & DRUG CO. 


121 Norwood Road, London S.E.24 
Our Sole Agents for SOUTH AFRICA:-— Messrs. LENNON LIMITED 
P.O. Box 39, CAPE TOWN « P.O. Box 24, PORT ELIZABETH . P.O. Box 266, DURBAN, 
NATAL . P. ©. Box 928, JOHANNESBURG, TRANSVAAL . P.O. Box 76, EAST LONDON 


P.O. Box |102, BULAWAYO Southern Rhodesia ~- P.O. Box 379, SALISBURY, 
Southern Rhodesia 
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... devoted to the discovery 
and development of obstetric 
and gynaecologic pharmaceuticals 


Aci-Jel : For restoration and maintenance of normal 
— acidity. Bland, non-irritating highly buffered acid 
jelly for topical use in treatment of vaginitis. 

Aci-jel : 3 oz. tube with or without applicator. 


Triple Sulfa Cream : for bacterial vagina! 
infections. Combines three sulphonamides with urea 
peroxide for more effective control of a wide variety of 
vaginal pathogens. Relieves symptoms promptly, eliminates 
malodorous discharge. 

Triple Sulfa Cream: 2} oz. tube with or without 
applicator. 


Dienoestrol Cream: Vaginal oestrogen 
therapy for senile and atrophic vaginitis and postmenopausa 
pruritis vulvae. Contains 0.1 mg. of the synthetic oestrogen 
dienoestrol per gram of cream base. 

Dienoestrol Cream: 2§ oz. tube with or without 
applicator. Also available in | oz. tubes for general applica- 
tion as prescribed. 


Massé Nipple Cream: for prevention and 
treatment of cracked nipples. Contains the safe, effective 
antiseptic 9-amino acridine and allantoin. Dainty, aesthetic, 
emollient and healing. Does not interfere with nursing. 
Ideal for antepartum nipple conditioning and postpartum 
nipple care. 

Massé Cream: | oz. tube, individually boxed. 


Nidoxital : Controls nausea and vomiting of pregnancy 
with pyridoxine, di-methionine, nicotinamide, benzocaine, 
and pentobarbital. Effective relief in 24 to 72 hours in 
most cases. 

Nidoxital : Bottles of 12—20 capsules. 


Nutri-Sal : A Ringer-type/giucose douche designed 
to promote fertility in selected cases by virtue of its ability 
to enhance sperm survival and migration. 

Nutri-Sal : Packages of 3 vials, each sufficient for i pint 
douche solution. 


Literature and Samples on request. 


Ortho Pharmaceutical Limited 


ENGLAND 
Makers of Gynaecic Pharmaceuticals 
Sole distributors : 
ETHICAL PRODUCTS (PTY.) LTD. 
(Ethical Division Johnson & Johnson (Pty.) Ltd.), 
P.O. Box 727, East London. 
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THE DISTILLER 


| (Biochemicals) q 


Wren, as with penicillin, the efficacy of a drug is universally accepted, its convenience 
and ease of administration then assume importance. 

‘Distaquaine’ preparations present penicillin in the form of a prolonged acting, easily 
administered aqueous suspension, pre-ceminently suitable for almost all those instances in 


which penicillin therapy is indicated. 


‘DISTAQUAINE’ G ‘DISTAQUAINE’ Fortified 


Dry procaine penicillin G and suspending Dry procaine plus potassium penicillin G 
agents for preparation of an aqueous suspension. and suspending agents for preparation of an 
Vials of 300,000, 900,000 and 3,000,000 units aqueous suspension. 


Distributed by the associates and agents of : 
ALLEN & HANBURYS LTD. BRITISH DRUG HOUSES LTD. 
BURROUGHS WELLCOME & CO. EVANS MEDICAL SUPPLIES LTD. 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


Manufactured by THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, LIVERPOOL, ENGLAND 
owners of the trademark * Distaquaine’ 


THE DISTILLERS COMPANY 
(Biochemicals) Limited 


PROLONGED THERAPY OF TUBERCULOSIS 
WITH REDUCED OTOTOXICITY 


‘MIXTAMYCIN’ 


streptomycin sulphate brand 
PACKS: injection-type vials dihydrostreptomycin sulphate 
of one mega unit and five 
mega units Distributed by the associates and agents of: 
Each mega unit contains the ALLEN & HANBURYS LTD. 
equivalent of 0.5 gramme BRITISH DRUG HOUSES LTD. 
streptomycin base and 0.5 BURROUGHS WELLCOME & CO, 


EVANS MEDICAL SUPPLIES LTD, 
gramme dihydrostreptomycin IMPERIAL CHEMICAL 


base. (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES 
(MAY & BAKER) LTD. 


Manufactured by THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, LIVERPOOL, ENGLAND 
owners of the trademark ‘Miztamycin’ 1S/S4e 
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SANDOZ 


CAFERGOT 


(Ergotamine tartrate 1 mg-+caffeine 100mg) 


FOR ORAL TREATMENT OF 
VASCULAR HEADACHES 


HISTAMINE CEPHALGIA | TENSION HEADACHES 


MIGRAINE 


DOSAGE. CONTRAINDICATIONS: 
(a) First attack treated with Cafergot. 


Two tablets should be token at the first symptoms of an impending attack. If the headache 
is not aborted, further tablets may be token every 30 minutes until the headache is stopped, po 5 
up to a maximum of 6 tablets. ngina pectoris 


(b) Treat t of subsequent attacks. 
Once the total dose required to check an attack has been determined (see a) the total Peripheral vascular disease 


number of tablets should be token os a single dose on the first warning of an attack. 
However, not more than 4 tablets should be taken as a single dose. 


Impairment of renal or hepatic function 
Maximum doses: 


Six tablets for any one attack. 
Ten tablets in any week. Pregnancy 


Available in tubes of 20 and in bottles of 100 tablets. 


SANDOZ LTD. BASLE SWITZERLAND 


Samples and Literature upon request from: 


ALEX. LIPWORTH LTD., SANDOZ PHARM. DEPTM., P.O. BOX 4461, JHB. 
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€€Total intravenous alimentation 
[with Amigen, glucose, electrolytes 
and vitamins] completely arrested 
or reduced drainage from the intestinal 
fistulas in the six reported cases 
These feedings maintained electrolyte 
balance and controlled local drainage 
while the fistulas healed or were 
corrected by surgery ”? 


Hull, H. C., and Barnes. T G 
Ann. Surg 133 644649. 1951, 


‘than 500 published reports 


IGEN 


MEAD JOHNSON & COMPANY. 


To meet different protein and caloric needs, 
the following Amigen® solutions are available: 
Amigen 5%, Dextrose 5% 
Amigen 5%, Dextrose 5%, Alcohol 5% 
Amigen 5%, Dextrose 10% 


Amigen 3'4%, Dextrose 344% 
in 44 Lactated Ringer's Solution 


AMISET 


The sterile disposable infusion set for use with 


Amigen solutions. Convenient and economical 


Trade Enquiries: JOHNSON & JOHNSON (PTY.) LTD., P.O. BOX 727, EAST LONDON. 
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‘SULPHAMEZATHINE? 


Sulphadimidine 8.P. Trade Mark 


provides an effecti es st line of attack 


N 


SAFE — POTENT — VERSATILE 
Available as tablets containing 

0.5 grammes or ampoules containing 

| or 3 grammes, and for children a pleasantly 
flavoured suspension containing 0.5 grammes 
per teaspoonful. 


IMPERIAL CHEMICALS (PHARMACEUTICALS) LIMITED 


WILMSLOW, MANCHESTER (A subsidiary company of Imperial Chemical Industries Limited) 
Distributed by: 


1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 


Pan Africa House 75 Troye Street ° P.O. Box 7796 ° Johannesburg 
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A CASE OF IRREVERSIBLE HYPOGLYCAEMIA DUE TO A PITUITARY TUMOUR 


J. M.R.C.P. M.R.C.P. (EpIn.) 


Clinical Assistant, Department of Internal Medicine, University of Pretoria 


Experimentally-produced diabetes in an animal is much 
modified by hypophysectomy. Houssay has shown that 
the diabetes in such animals becomes milder in degree 
and that they are hypersensitive to insulin. 

It is important to realize that a diabetic condition 
similar te that in the Houssay animal may occur in man. 
Such a patient, who died as a result of a hypoglycaemic 
episode, was recently observed and is described in this 
article. The hypopituitarism was produced by a chromo- 
phobe pituitary adenoma. The tumour was quite un- 
suspected during life, for there was no clinical evidence 
at any time to suggest its presence. The patient died, 
having been in semi-coma for 14 days after the initial 
hypoglycaemia. Similar cases have been reported 
previously,' but the hypopituitarism has most often 
been due to pituitary necrosis. 


CASE REPORT 


A man aged 42 was first admitted to the Pretoria Genera! 
Hospital in September 1952 for a bullet wound in the 
right calf. The bullet was removed. He had diabetes, 
which was not easily controlled in hospital. His insulin 
requirements varied from 7 to 30 units a day. It appeared 
that he had had diabetes since the age of 18 years. After 
the operation he developed a large haematoma in the 
calf, which slowly absorbed. 

Eight months after his original operation, he was 
re-admitted on account of a swelling of 3 months’ 
duration in the right calf. The right leg had been painfu! 
for one month, and in this leg he had a sensation of 
walking on cotton wool. He tired easily. For 3 months 
also he had suffered from mild headaches. On examina- 
tion a traumatic arteriovenous aneurysm of the right 
calf was found. The swelling pulsated and a bruit was 
audible over it. The dorsalis-pedis and posterior-tibia! 
pulses were weaker in the right limb than in the lett. 
Surgical correction was advised. A mixture of 8 units 


of protamine zinc insulin and 8 units of plain insulin 
given twice daily seemed to control the diabetes. The 
fasting blood-sugar level before operation was 61 mg. °,. 
(The patient claimed that he could more easily control 
his insulin requirements from a subjective sensation of 
need than from the degree of glycosuria. He was always 
careful to have glucose sweets in his pocket, since he was 
often in need of them for mild attacks of hypoglycaemia.) 
X-rays of the chest and the electrocardiogram were 
within normal limits. 


Operation and Sequel 


On the day before the operation, the patient vomited 
several times. It was suggested to him that the operation 
be postponed. On his own insistence, however, this was 
not done. On 13 June 1953 he had 20 units of insulin 
at 7.30 a.m. and an intravenous drip of 5°% glucose was 
set up. Operation commenced at 8 a.m. Anaesthesia 
was induced by pentothal, which was followed by 
flaxedil, oxygen and pethedine. The operation consisted 
of repair of the aneurysm and right-sided lumbar 
sympathectomy. The drip was stopped at the end of the 
operation and a transfusion of 500 cc. of blood was 
substituted. 

At 3 p.m. the urine was found to be olive green and the 
patient was given a further 20 units of plain insulin. 
At 6 p.m. he was in a hypoglycaemic state, sweating, 
restless and with a low blood pressure. Eighty cc. of 
50°% glucose was given intravenously and marked 
improvement followed, but he was still restless and not 
fully conscious. At 9 p.m. he became semi-comatose 
and had a convulsion. Another 40 cc. of hypertonic 
glucose was given without much effect. 

Next day (14 June) his pulse was 120 per minute and 
feeble, and levophed was given in a 5°% glucose drip 
intravenously. The blood pressure soon rose to 130/70 
mm. Hg. There was a left extensor plantar reflex. 
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Lumbar puncture yielded a clear cerebrospinal fluid 
under normal pressure. Another transfusion of 500 
ce. of blood was given. The patient received cortisone 
25 mg. 8-hourly for 48 hours intramuscularly. No 
insulin was administered and his blood-sugar value 
was 154 mg. %. 

The post-operative blood-sugar values and insulin 
administration are shown in Fig. 1. 
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The results of other biochemical investigations were 
as follows: 

On 15 June Na 121.5 milli-e. K 5.4 milli-e. 

On 22 June Na 127.5 milli-e. K 3.9 milli-e. Blood 
urea 72 mg.%. Serum proteins 5.53%. Albumin 2.22 
g.%. Globulin 3.31 g.%. Liver Function Tests: Thymol 
flocculation 0. Thymol turbidity 1 Maclagan unit. 
Colloidal gold 0. Bilirubin 0.71 mg.%. V.d. Bergh- 
direct negative. 

After the patient lapsed into semi-consciousness on 
13 June at 6 p.m. he remained so until his death on 
27 June. His pulse rate varied from 100 to 160, the 
latter just before his death. Respirations varied from 
20 to 28 per minute, and the blood pressure from 
180/100 to 160/90 falling to 110/60 on the last day of 
life. He was never deeply comatosed. He had a doubtful 
right extensor reflex at times, but this was never definite. 
The upper and lower limbs were spastic all the time. 
His eyelids were mostly open and the eyes moved about 
constantly. At times he made moaning noises. At no 
stage was he thought to be in diabetic coma, despite 
blood-sugar values of over 300 mg.%. Acetone was 
never present in excessive amounts in his urine. 

At times he appeared to be in an hysterical type of 
coma and a psychiatrist with a wide experience of hypo- 
glycaemic coma was consulted on 16 June. In his 
opinion the patient was partially conscious and in 
hypoglycaemic confusion with a measure of restiveness; 
this was not a stupor and the patient’s general condition 
was good. He recommended doca, caffeine sodium 
benzoate, mercurial injections and a nicotinic acid drip 
of 0.1%. 

Other therapy consisted of an intravenous drip of 5°, 
glucose and one of 5%, glucose in saline given alternately 
from 14 to 22 June. He also received gastric-tube feeding 
with glucose water, citrated milk, ‘Milo’, Benger’s food 
and orange juice in hourly feeds up toa total of 1,200 ce. 
in 24 hours. Crysticillin and streptomycin were given 


S.A. MEDICAL JOURNAL 


29 May 1954 


to prevent pulmonary complications. To avoid vitamin- 
B deficiency plebex and nicotinamide were given intra- 


muscularly. For general stimulation coramine and 
caffeine et sodium benzoate were administered sub- 
cutaneously. Methedrine and benzedrine were given on 
alternate days through the indwelling stomach tube. 

Lumbar puncture performed a second time on 20 June 
revealed a normal fluid under normal pressure. 

Examination of the retina on different occasions 
showed no abnormality. The urine was obtained every 
4 hours by means of an indwelling Foley’s catheter and 
tested for sugar and acetone. Reduction with Benedict’s 
reagent varied from blue to orange, and acetone was 
either absent or present in small amounts. 

The patient’s condition deteriorated and he died 
14 days after the operation on 27 June. 


Autopsy Findings 


Adult European male with surgical wounds on the 
right calf and right lumbar region. There was induration 
of the right calf with thrombosis in the tibial veins. The 
leg wound was incompletely healed. 

The brain was markedly oedematous and there was a 
large tumour of the pituitary gland measuring 14’ x 1 

The heart was large and soft. Both lungs were marked- 
ly congested and three separate emboli were found in the 
pulmonary arteries. The gastro-intestinal tract was 
normal, the spleen and both kidneys were congested. 
The liver was enlarged and fatty and the pancreas was 
very small and fibrosed. 


Histology 


The histology of the pituitary tumour was that of a 
chromophobe adenoma. The histologist’s report was 
as follows: 


The specimen consisted of a spherical, mostly firm, tumour 
5 cm. in diameter. Transection revealed rather vascular homo- 
geneous light-red tissue with presence of two partially-haemorrhagic 
areas of necrosis peripherally and centrally situated. 

Microscopic examination revealed large sheets of chromophobe 
cells without obvious pattern except for small areas in which they 
were angular and arranged in parallel cords or as ill-defined 
spherical masses. Pseudo-acinar arrangement due to degeneration 
of central cells in such spherical masses was also encountered. 
Eosinophil cells were present in small clumps, and sparse, widely 
scattered basophils were distributed irregularly through the 
adenoma, which was richly supplied by capillaries throughout. 
Malignancy was excluded. 


CONCLUSION 


It appears that the presence of an unsuspected chromo- 
phobe pituitary adenoma in this diabetic patient was 
the indirect cause of a fatal hypoglycaemia. This state 
was produced during the operative procedure for an 
arterio-venous aneurysm of the leg, and it seems that 
irreversible damage was done to the brain. No form 
of treatment was of any avail and very little influence 
could be exercised over the blood sugar levels. 


I wish to thank Dr. Andries Brink for his willing co-operation, 
and Dr. P. J. Barnard of the Pathology Institute, Pretoria, for the 
histology report. 
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for chilblains 
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treatment and in the subsequent prevention of chilblains. 
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coagulability and vascular permeability. 
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EDITORIAL 
THE AMINO-ACIDS 


The final classification of amino-acids with respect to 
their role as essential components of the diet of man has 
been summarized by W. C. Rose and his associates ' 
at the University of Illinois. The essential amino-acids 
are those which are not made in the body but must be 
provided in the food we eat. For man they are eight in 
number as shown in the following table provided by the 
above-mentioned workers. 


Non-Essential 

Glutamic acid 
Proline 
Hydroxyproline 
Histidine 
Citrulline 
Arginine 


Essential 
Valine 
Leucine 
Isoleucine 
Threonine 
Methionine 
Phenylalanine 
Lysine 
Tryptophan 


Glycine 
Alanine 
Serine 
Cystine 
Tyrosine 
Aspartic acid 


The absence from the food of any of the essential 


(indispensable) amino-acid components of the diet of 


normal adult man induces a pronounced negative nitro- 
gen balance, a failure in appetite, a sensation of extreme 
fatigue, and an increase in nervous irritability. On 
adding the missing amino-acids to the diet the nitrogen 
equilibrium is restored quickly and the subjective 
symptoms disappear. The present knowledge of our 
amino-acid requirements is built up from research work 
extending over more than half a century. Much of the 
success of the final research has been due to co-operation 
between the authors and their experimental subjects. 
The latter were healthy male graduate students, most o! 
them doing advanced courses in biochemistry and 
consequently very interested in the results of the experi- 
ments. In view of the disturbance of protein balance, 
loss of appetite, extreme fatigue and increased nervou: 
irritability produced in these subjects by removal fron 
their food of any one of the essential amino-acids, one 
must recognize another example of the contributions 
of a few to the general public health and welfare. 

In contrast to the dramatic effects produced in the 
above-mentioned experiments in normal adult man, the 
exclusion of any one or all of the 10 amino-acids previous- 
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AMINOSURE 


Die finale indeling van aminosure met betrekking tot 
hul rol as essensiéle bestanddele van die mens se dieet 
is deur W. C. Rose en sy medewerkers' by die Uni- 
versiteit van Illinois saamgestel. Die onontbeerlike 
aminosure, 8 in getal, word in die voedsel, wat ons nuttig, 
verskaf en word nie in die liggaam vervaardig nie. Hul 
word in die volgende tabel uiteengesit wat deur die 
bogemelde navorsers opgestel is. 


Nie-Essensieel 


Glycine Glutamic acid 
Alanine Proline 

Serine Hydroxyproline 
Cystine Histidine 
Tyrosine Citrulline 
Aspartic acid Arginine 


Essensieel 


Valine 
Leucine 
Isoleucine 
Threonine 
Methionine 
Phenylalanine 
Lysine 
Tryptophan 


Gebrek aan enige van dié essensiéle (onontbeerlike) 
aminosure in die normale volwassene se dieet veroorsaak 
’n skerp negatiewe stikstofbalans, ’n verlies van aptyt, 
*n gevoel van uiterste afmatting en ’n verhoogde senuwee- 
agtige prikkelbaarheid. As die tekort aan aminosure in 
die dieet aangevul word, herstel die stikstofbalans 
vinnig en die onderhawige simptome verdwyn. Die 
huidige kennis van ons aminosuurbehoeftes is die 
resultaat van meer as ’n halfeeu se navorsing. 

Die sukses waarmee die finale navorsing bekroon is, is 
grootliks te danke aan die samewerking van die skrywers 
en hul proefpersone. Laasgenoemde was gesonde, 
gegradueerde mansstudente, die meeste waarvan gevor- 
derde kursusse in biochemie geloop het en gevolglik 
buitengewone belangstelling in die proefuitslae getoon 
het. Met die oog op die verstoring van die proteine- 
balans, die aptytsverlies, uiterste afmatting en verhoogde 
senuweeagtige prikkelbaarheid wat in hierdie studente 
deur die verwydering van enige een van die onontbeerlike 
aminosure teweeggebring is moet die proefnemings as 
nog *n voorbeeld van die bydrae van ’n paar tot die 
algemene gesondheid en welsyn van die gemeenskap 
erken word. 

In teenstelling tot die dramatiese uitwerking wat in 
die normale volwassene man met bogemelde proef- 
nemings veroorsaak word, het die uitsluiting van enige 
een of al die 10 aminosure wat vantevore vir die groeiende 
rot * ontbeerlik gevind is, geen effek op die stikstofbalans 
nie en gebrek daaraan veroorsaak nie die sielkundige 
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ly found to be dispensable for the growing rat * produces 
no effect on nitrogen balance, nor does their absence 
produce the psychological manifestations characteristic 
of amino-acid deficiency in man.* The final classification 
of amino-acids given for man differs from that applicable 
to the growing rat? only with respect to histidine and 
arginine. Since arginine can be synthesized by adults 
of other species (rat, dog) the finding that dietary arginine 
is unnecessary for nitrogen equilibrium in man was not 
unexpected. However, the observation that histidine is 
also dispensable for this purpose caused the greatest 
surprise to the investigators. A sufficient number of 
individuals has been studied to establish definitely the 
ability of adult man to manage without histidine in his 
food. It has yet to be decided whether histidine is 
synthesized by the cells of man or by micro-organisms in 
his alimentary canal. In favour of the former view is the 
demonstration that slices of human liver incubated with 
formate  C (radio-active carbon) produces a labelled 
compound identified by paper chromatography as 
histidine.* 
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The physiological basis of the various types of anuria 
has recently been reviewed by Wakim.' Anuria may 
result from dehydration. When dehydration is severe 
extremely little urine is eliminated by the kidneys until 
depleted fluids and electrolytes are replaced. The loss 
of water and electrolytes from severe diarrhoea, vomiting 
or sweating must result in anuria if the losses are not 
replenished. 

Anuria may also result from circulatory disturbances, 
shock, prolonged low blood-pressure, reduced blood- 
volume or renal blood-flow, or renal ischaemia. The 
kidneys may have been initially normal but with con- 
tinued circulatory disturbance may become irreversibly 
injured. Prolonged vasometer collapse is a cause of 
bilateral cortical necrosis of the kidneys. Prolonged and 
extensive surgical operations can cause anuria, even in 
the presence of normal kidneys; loss of blood, injury 
to tissues, prolonged anaesthesia, dehydration and pre- 
operative anxiety are the contributory factors causing 
hypotension and anuria in such cases. If post-operative 
circulatory collapse is not combated and is allowed to 
continue renal damage may occur and anuria become 
severe. 

Anuria is also caused by extensive degenerative changes 
in epithelium of the renal tubules, e.g. in mercurial 
poisoning. The loss of the lining epithelium allows the 
glomerular filtrate in the desquamated tubules to be 
reabsorbed by the highly concentrated viscous blood in 
the peritubular vessels. The selective activity of the renal 
epithelium is absent. While anuria of this type may be 
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manifestasies nie wat kenmerkend is van ’n aminosuur- 
gebrek by die mens.* Die finale indeling van aminosure 
wat op die mens van toepassing is verskil van dié wat 
op die groeiende rot * van toepassing is slegs ten opsigte 
van histidine en arginine. Aangesien arginine deur 
volwassenes van ander spesies (rot, hond) gesintetiseer 
kan word, was die bevinding nie onverwags nie dat dieet- 
matige arginine nie vir die stikstofbalans van die mens 
noodsaaklik is nie. Maar die waarneming dat ook histi- 
dine vir hierdie doel ontbeerlik is het vir die navorsers 
die grootste verrassing opgelewer. Proefnemings is met 
*n voldoende aantal persone uitgevoer om seker te wees 
dat die volwassene persoon sonder histidine in sy voedsel 
kan klaarkom. Dit moet nog beslis word of histidine 
in die mens se selle of deur mikro-organismes in sy 
spysverteringskanaal gesintetiseer word. Ten gunste 
van eersgenoemde stelling is die bewys dat snitte van 
menselewer wat met formate ™ C (radio-aktiewe koolstof) 
geinkubeer word 'n bestempelde verbinding voortbring 
wat as histidine * deur papierchromatografie identifiseer 
word. 
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very severe, the condition is not necessarily hopeless. 
The renal epithelium has remarkable regenerative capa- 
city and replacement is very fast. With satisfactory 
therapeutic management successful rebuilding of the 
desquamated tubules can cause a rise in the urinary 
volume to begin gradually in about 10-14 days. 

Anuria can result from intrarenal and postrenal 
obstructive conditions involving both kidneys. Blocking 
of the tubules may result from severe interstitial oedema 
of the kidneys, from pigments derived from haemoglobin 
or myoglobin, from cystals of drugs, from debris; other 
causes are compression of the ureters and renal pelves, 
and partial urethral obstruction. Obstruction of the 
tubules with dilatation of the lumen above the obstruction 
and partial collapse of the glomeruli result in reduced 
glomerular filtration and increased reabsorption by the 
tubule. Previous workers have considered the lesion in 
so-called ‘lower nephron nephrosis’ to be localized only 
in the distal convoluted tubules and the ascending limb 
of the loop of Henle, but recent work ? has shown that 
certain renal lesions may microscopically resemble those 
found in association with so-called lower nephron 
nephrosis, yet the severest damage may be in the proximal 
tubules. Attempts to wash out obstructing material in 
the renal tubules by intravenous injection of large 
amounts of fluid may lead to pulmonary oedema and 
left heart failure. 

The so-called reflex anuria that is presumed to follow 
certain urological procedures cannot be supported by 
the experimental work of Block, Wakim and Mann.* * 
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By continuous electrical stimulation of the renal nerves 
they could produce renal vasoconstriction sufficient to 
produce marked reduction in renal blood-flow for on|y 
a few minutes, and decreased clearance values returned 
to normal within 1-2 hours. Anuria or oliguria did not 
last more than 70 minutes. According to their findings 
prolonged anuria or oliguria cannot be attributed to 
renal vasoconstriction from stimulation of renal nerves. 
They also found that reflex renal vasoconstriction 
cannot be maintained any longer than that resulting 
from the direct stimulation of the renal nerves. 
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More than one mechanism usually operates in the 
causation of suppression of urine, especially in the type 
of oliguria called ‘lower nephron nephrosis’. 
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ANALYSIS OF THE 


S. WAYBURNE, M.B., M.R.C.P.E., D.C.H.., 


An ideal unit for the management of premature infants 
requires a specialized staff and expensive equipment. 
However, satisfactory results have been obtained at this 
hospital with a minimum of trained staff and equipment. 
Our Premature Baby Unit, which caters for 550-600 
admissions per year, is described in this paper, and its 
efficiency is assessed by the analysis of the case records 
of 1,000 consecutive admissions and a comparison of 
the survival rates with those obtained at a model British 
institution. 
THE UNIT 

The unit is housed in an ‘open’ ward measuring 116x19 
feet, divided by a low partition into a nursery for the 
infants and a dormitory for the mothers. The nursery 
contains 20 wooden, box-like cots, spaced at a distance 
of 40 inches between cot centres. Other nursery equip- 
ment consists of a chair and a locker next to each cot, 
2 dry-bulb thermometers on the walls, a hand-basin, 
and a sterilizer for the feeding utensils. 

The dormitory contains 20 beds and a wash-hand- 
basin. 

Each half of the ward is heated by an iron coal-stove 
on which a steam kettle is kept at the boil. 

There is accommodation for 20 mothers and 24-32 
infants (twins share one cot). There are no incubators 
in the unit, and the cots are not separated from each 
other by partitions. 

Staff. During the day, the ward is managed by 2 
African staff-nurses, of whom the senior one is “prema- 
ture trained’, and 8-9 pupil nurses, who work in 2 
shifts. Not more than 2 staff-nurses and 4-5 pupil 
nurses are on duty at any one time during the day. 

The night staff consists of 2-3 pupil nurses without a 
staff-nurse. 

No full-time medical staff is attached to the unit: 
a house-physician visits the unit daily for approximatel\ 


M. Foucue, M.8., B.Cu., D.C.H. 


Baragwanath Hospital, Johannesburg 


one hour, usually accompanied by a member of the 
senior staff. 

Menial work, such as the cleaning of floors, is carried 
out by 2 ward ‘boys’. 


THE ROUTINE 


Admission. Infants are weighed on arrival. They are 
not washed, but oil is applied to the skin. They receive 
penicillin eye-drops and an injection of 10 mg. of a 
vitamin K analogue. Body temperature is measured 
with a thermometer registering 85-105° F. Infants 
with subnormal temperatures, and all those weighing 
less than 34 lbs., are wrapped in cotton wool and their 
heads are covered with cotton-wool caps. The others 
are dressed in jackets and napkins and their heads are 
left uncovered. 

Each baby is then wrapped in a small woollen blanket 
and placed in the cot on its side. Additional coverings 
consist of one cotton blanket and one woollen blanket, 
with an electrically-heated pad between them. The 
temperature of this pad can be regulated by means of a 
rheostat, and if this is set at ‘low’, the infants are kept 
warm without being overheated or burnt. Oxygen is 
given only to those babies who are cyanosed or who 
show other signs of respiratory distress. 


Mothers are always admitted with their babies. 


Toilet of Infants. Oil is applied to the skin every 
morning—by the nurses for the first 2-4 days, and 
thereafter by the mothers under the supervision of the 
nurses. The umbilicus is always dressed by the nurses. 
None of the babies are bathed while in hospital, and 
there is no routine cleaning of eyes, ears, nose or mouth. 
Napkins are changed after every feed—by the nurses 
for the first few days, and then by the mothers, who 
show the stools to the nurses for charting. 


Rectal temperatures are taken once daily for the 
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first 5 days, but more frequently if they are found to be 
more than about 2 degrees above or below 98.4 F. 


Feeding. In accordance with modern practice, our 
newborn premature infants are not fed for 24-72 hours, 
the period of starvation being longest for the smaller 
babies. Thereafter all infants, regardless of weight, 
receive 10 feeds per day—i.e., one every 2 hours between 
6 a.m. and midnight. 

At feeding-time the mothers are summoned by a bell. 
They apply their face masks, wash their hands with 
soap and water in the dormitory, rinse them in a ‘ceta- 
vion’ solution in the nursery and dry them on a towel. 
They are then provided with sterile feeding utensils, 
consisting of a graduated medicine glass, a rubber- 
tipped pipette or a feeding bottle, and a bowl of hot 
water for keeping the feeds warm. 

All except the largest babies are given pipette feeds 
initially. The first 3 feeds are administered by a nurse 
who demonstrates to the mother details of the feeding 
technique. Thereafter, the mother carries out the 
pipette feeding, except for very small babies or cases 
presenting exceptional difficulties. None of the infants 
are ever tube-fed. 

As soon as the infant has learned to suck vigorously 
from the pipette, breast milk is given by bottle, and 
when he weighs 4-44 Ib. he is tried on the breast. 

Three standard feeds are employed in the unit: a 
5°, dextrin-maltose solution, undiluted breast milk 
and ‘premature formula’. The latter has the following 
composition: 


10 ounces. 
10 ounces. 
$ ounce. 
14 ounces. 

4 drachm. 


Cow’s milk 
Water 

Casein 
Dextrin-maltose 
Lactic acid B.P. 


25 mg. of ascorbic acid is added to midday feeds. 


The initial 10 feeds consist of 5°, dextrin-maltose 
solution in quantities of 1-3 drachms per feed. Next 
day the same amount of undiluted breast milk is given, 
the quantity being increased gradually until it reaches 
3 ounces per pound of body weight by the 7th-9th day. 
If the mother lacks sufficient breast milk, or if she is 
unable to feed the infant for other reasons, undiluted 
‘premature formula’ is used. 

From about the 10th day, every infant receives 
5 minims of shark liver oil and 3 minims of a colloidal 
iron preparation per day. 


TABLE I. 
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Mothers. The mothers come from the poorest section 
of the community, and for the sake of hygiene and uni- 
formity, they are provided with hospital clothes: a 
night gown, an overall and a head cloth, all of washable 
material. The mothers remain in bed for at least the 
first 48 hours after delivery, and then take part in the 
routine work of the ward. They are not allowed in the 
nursery, except to attend to their infants at the specified 
times. The remainder of the day they spend in the 
dormitory or on the adjoining verandah, where they 
also take their meals. As soon as possible after admis- 
sion, serological tests for syphilis are carried out on all 
mothers. 

Breast milk is obtained by manual expression, with- 
out preliminary swabbing of breasts. A breast pump 
is available but has never been required. Deep-rooted 
superstition among the local Africans has prevented the 
establishment of a milk bank, and each mother expresses 
only sufficient milk for one feed at a time. However, 
after the infants have been fed, the mothers empty 
their breasts completely by hand and pour away the 
superfluous milk. 


Discharge. The infants are discharged when their 
body weight approaches 5 lb. Mothers are never sent 
home without their infants, even when they have 
stopped lactating, because they are required for the 
routine nursing. 


ANALYSIS OF 1,000 ADMISSIONS 


Since the unit was established in 1950, 40-50 babies 
have been admitted each month. Owing to limited 
accommodation, admissions are confined to infants 
weighing 44 Ib. or under, but exceptions are made for 
larger babies of low vitality and, occasionally, for 
those whose mothers are ill. 

The case records of 1,000 admissions have been 
analysed in order to compare results with a well-equipped 
unit overseas. Our series consists of consecutive ad- 
missions. It includes cases who had been weighed but 
died before a detailed medical examination could be 
carried out; it excludes 35 cases who were moribund 
on arrival and died before they could be weighed. 

There were 924 African infants in the series, the 
remainder being Eurafrican and Indian infants. Plural 
births are about twice as common in Africans as in 
Europeans, and 223 babies in the series were twins, and 
there were 12 triplets. Approximately half the cases 
were born at Baragwanath Hospital, and the rest were 
born at home, in ambulances and in casualty depart- 


1,000 ADMISSIONS TO THE BARAGWANATH PREMATURE BABY UNIT DIVIDED INTO WEIGHT-GROUPS AND SHOWING 


DEATH RATES AND TIME OF DEATH 


Birth Weight (/b.) 


Admissions 


47 


over 5-5} 


Time of Death 


First 24-48 48 hours After 
24 hours hours -1 week Ist week 


46 (98°,) 7 8 5 
173 (75%) 17 46 18 
147 (38%) 22 20 22 
51 (18%) 8 il 2 

6 (11%) 2 


Deaths 


423 56 85 48 


~ 
. 
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TABLE Il. 


SORRENT 


Birth Weight 


All weights to 5} Ibs. 


ments of other hospitals. Many of those born outside 
the hospital were hypothermic on arrival and showed 
other signs of neglect. But even some of the babies 
born at Baragwanath Hospital were kept in unsatis- 
factory surroundings for several days, because there was 
no accommodation in the Premature Baby Unit. 
For this reason no separate figures are given for the 
survival of infants born at the hospital and for those 
arriving from outside. 

Details of the analysis of the 1,000 cases are presented 
in Tables I and III. Comparative figures from the 
Sorrento Hospital, Birmingham,’ are shown in Table II. 
It will be noted that the mortality in the various weight- 
groups of our series, which combines cases born in 
our hospital with those admitted from elsewhere, is 
lower than that of the Sorrento ‘emergency admissions’, 
but higher than that of the ‘booked cases’. The mor- 
tality rates of our infants in the weight-groups 4-5 |b. 
and 5-54 Ib. are high, because most of these infants 
were admitted only because they were ill. 

Nearly 70% of the deaths took place during the first 
48 hours after admission. 

Data relating to the 577 survivors in the unit are 
shown in Table III. It is seen that 57 weighed 2-3 |b. 
(16 weighed less than 2 Ib. 12 oz., and therefore qualified 
for the designation ‘non-viable’ *). 

Some of the mothers whose babies died shortly after 
admission were not tested for syphilis, and the total 
incidence of congenital syphilis is therefore unknown. 
However, 23° of the mothers who left the unit with 
live infants, gave positive serological reactions for 
syphilis. 

As a rule, the smaller the babies the longer they 
remained in hospital. Only 78 stayed for more than 6 
weeks. This includes a certain number who were 
detained because a smaller sibling still required in- 


Birth Weight Total RHT 

Survivors 
1-2 Ibs. .. 1 0 
over 2-3 lbs... = 57 12 
over 3-4 Ibs. 237 19 
over 4—-S lbs... 235 6 
over 5-S} lbs. .. 47 0 


Total 577 37 


(6".) 


* RHT: Left hospital against medical advice. 
+ W.R.+: Mothers’ serological reaction for syphilis positive. 
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TABLE Ill. SURVIVORS OF 1,000 CONSECUTIVE ADMISSIONS DIVIDED |NTO WEIGHT-GROUPS, AND SHOWING SEROLOGICAL REACTION OF MOTHERS 
FOR SYPHILIS, TIME SPENT IN HOSPITAL AND [YPE OF FEEDING ON DISCHARGE FROM HOSPITAL 


MATERNITY HOSPITAL 1947-50 


Emergency Admissions Booked Cases 


Neo-natal Neo-natal 

Babies Mortality Babies Mortality 
per cent. per cent, 
8 100.0 8 100.0 
20 85.0 25 56.0 
55 16.4 169 8.3 


6.4 


29.9 426 Il. 


stitutional care. Thirty-seven infants were taken home 
by their mothers before this was considered advisable 
by the medical staff. However, most of these cases 
were small at birth and the great majority had spent 
several weeks in the unit. 

Only 5° of infants were entirely bottle-fed on dis- 
charge; 18° were partially breast-fed and the remain- 
ing 77% were fully breast-fed. There was no serious 
intolerance either to undiluted breast milk or to 
‘premature formula’. Those whose mothers had died 
or were too ill to feed them seemed to thrive as well as 
the others. 

The incidence of cross infection in the unit was low. 
There were several outbreaks of diarrhoea, none of 
them serious. The unit was never closed on account 
of these epidemics which were all brought under con- 
trol in less than 2 weeks. 


DISCUSSION 


An attempt has been made at the Baragwanath Pre- 
mature Baby Unit to compensate for lack of equip- 
ment and staff by a number of improvisations, and these 
have proved reasonably effective. 

With the help of the equable climate, it was com- 
paratively easy to maintain the temperature of the 
ward at 80-85° F throughout the year. The electric 
pads used in the cots were more reliable and lighter 
in weight than hot water bottles and, in spite of their 
greater initial cost, they were cheaper in the long run. 

The problem of staffing the unit was solved by en- 
listing the help of the mothers. Since the feeding and 
the routine toilet of the babies was left almost entirely 
to them, the unit had at its disposal more than one 
attendant per baby, instead of being understaffed. 
The integration of poorly educated women into the 


In Hospital Feeding on Discharge 


W.R.+-+ for more than Fully Partially Artificially 
6 weeks Breast-fed Breast-fed fed 
1 0 0 
12 25 37 s 12 
55 44 170 48 19 
59 ® 198 35 2 
8 0 38 9 0 


135 78 
(23%) (14%) 


444 100 33 
(77%) 
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ward staff called for a simple standardized routine. 
This technique was the overriding consideration in the 
management of the unit. For this reason all infants 
received 10 feeds a day, although a certain proportion 
would have tolerated larger feeds at less frequent 
intervals. The mothers accepted the tasks assigned to 
them with surprising assurance, probably because 
newcomers could see the old hands dealing successfully 
with their babies, and also because they had not been 
brought up to believe that premature infants must be 
reared in incubators. 

The relative freedom from cross infection was largely 
due to the fact that each mother attended only to her 
own child, and that the nurses handled the new arrivals, 
who did not carry intestinal or other easily communic- 
able diseases. Omission of bathing, and of cleaning of 
eyes, ears, nose and mouth, may have helped to pre- 
vent the spread of infection. 

In most institutions premature infants are given 
breast milk diluted with water for the first week or two, 
and the full quantity of 3 oz. per Ib. of body weight 
per day is not reached until the end of the second week 
of life. Our infants all received undiluted breast milk 
or ‘premature formula’ from the start, and full require- 
ments were administered in nearly all cases by the 
7th-9th day. This feeding regimen did not appear to 
have any disadvantages, and it is possible that it short- 
ened the stay of the infants in the unit. The high pro- 
portion of babies who left the unit fully breast-fed may 
be attributable in part to the active role of the mother 
in the care of the infant. However, it should be kept 
in mind that the percentage of fully breast-fed infants 
is inversely proportional to the duration of lactation, 
and it is possible that fewer of our infants would have 
remained on the breast if they had stayed in the unit 
as long as is customary elsewhere. 

‘Feeding difficulties’ were often traced to hypo- 
thermia, detected by the low-reading thermometer. 
Such babies were moved nearer to the stove and the 
electric heating pad was put closer to the body. Thyroid 
extract was not given. 

The death rates in Table | should be viewed against 
a high incidence of congenital syphilis and the fact 
that many of the infants arrived in the unit in varying 
States of neglect. It may be suggested that malnutrition 
of the mother and an associated elevation of the serum 
globulin fraction was responsible for many false posi- 
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tive reactions for syphilis. However, it has been shown * 
that the cord blood of 10% of the infants born at this 
hopital gives a positive serological reaction for syphilis 
in spite of normal serum-globulin levels. 

It is not surprising that the death rates of our 2 
highest weight-groups compare unfavourably with 
those obtained at the Sorrento Hospital, because most 
of _ patients over 4} Ib. suffered from some abnor- 
mality. 

It is not suggested that the unit described above 
is ideal for the care of premature infants. It is pre- 
sented as an example of successful improvisation in 
a community with both a high birth rate and a high 
infant mortality rate. In addition to saving viable 


infants, it provides a useful education to the mothers 
and to the pupil nurses who have to work with similar 
make-shift equipment after completing their training 
and leaving the hospital. 


SUMMARY 


The Premature Baby Unit at Baragwanath Hospital is 
described. It caters for 550-600 admissions per year. 

Lack of equipment and staff is overcome by a number 
of improvisations and the employment of mothers in 
the feeding and toilet of the babies. To this end, a 
simplified and standardized ward routine has been 
developed. No incubators are used and infants are 
fed on undiluted breast milk or ‘premature formula’. 

An analysis of the case records of 1,000 consecutive 
admissions shows that the results are not quite so good 
as those in a model British institution. 

It is suggested that the methods employed in the unit 
at Baragwanath Hospital are suitable for a community 
with a high birth rate and a high infant mortality rate. 


We wish to thank Dr. C. Glyn-Williams for assistance in organ- 
ising the unit, Dr. B. G. Melle for advice, and Dr. V. M. Crosse 
for permission to publish the statistics from the Sorrento Hospital, 
Birmingham, England. Our unit was under the supervision of 
Staff-Nurse Georgina Matabese, and its success depended largely 
on her loyalty and intelligent co-operation. 
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NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


Rauwiloid-Hexamethonium. Where a case of hypertension has been 
subjected to clinical screening by the technique of administering 
more and more potent agents and combinations, and still proves 
intractable or progressive, the risks and added supervision entailed 
by ganglionic blockade may be justified. 

In such cases Rauwiloid + Hexamethonium will be found more 
acceptable than a ganglion paralysing drug alone. Up to 50°; 
reduction in dosage of Hexamethonium is made possible by the 
added Rauwiloid; side reactions to the Hexamethonium are 
reduced in incidence as well as severity. Subjective improvement is 


striking, and the induced reduction in blood pressure appears to 
be more stable. 

Tachycardia and anxiety, sometimes seen with simple ganglionic 
blockade, are overcome by the bradycrotic and tranquillizing 
effects of the Rauwiloid. Thus oral ganglionic blockade is rendered 
safer, simpler and less fraught with difficulty and anxiety. 

Cautions and contra-indications are those for hexamethonium, 
and diligent patient supervision still remains mandatory. 

Supplies are available as tablets containing Rauwiloid 1 mg. 
plus hexamethonium chloride dihydrate 250 mg., in containers 
of 50 and 250, from Riker Laboratories Africa (Pty.), Ltd., P.O. 
Box 1355, Port Elizabeth. Also through all normal trade channels. 


= 


29 Mei 1954 


AN 


S.A. 


TYDSKRIF vIR GENEESKUNDE 


ACUTE FEBRILE ILLNESS ASSOCIATED WITH SPLENOMEGALY 


457 


PROBABLY DUE TO THE COXSACKIE VIRUS 


by 
J. RITCHKEN, M.D. (WITWATERSRAND) 


and 


M. GELFAND, M.D. (Cape Town), F.R.C.P. 
Salisbury, Southern Rhodesia 


The Coxsackie group of viruses are now generally accept- 
ed as being responsible for many diseases in man. 
Amongst these are the following: the syndrome 
resembling non-paralytic poliomyelitis, Bornholm’s 
disease, benign dry pleurisy, herpangina and the ‘three- 
day fever’ of Webb and Wolfe.! 

In this preliminary report we describe another clinical 
syndrome probably caused by this virus, consisting of an 
acute illness lasting from 5 days to 3-4 weeks, in which 
the main features are a raised temperature and minimal 
physical findings apart from splenomegaly and slight 
lymphadenopathy. Hitherto this syndrome has often 
been labelled as atypical glandular fever. We consider 
that it is possible that many of the prolonged and 
relapsing fevers met with in childhood, even unassociated 
with splenomegaly, may have a similar cause. 

In 1952 we described a widespread epidemic affecting 
children, which was mainly characterized by a prolonged 
febrile state. The conclusion then reached was that it 
was probably a post-streptococcal condition, but the 
possibility of a typical glandular fever or a virus disease 
was also mentioned. 

Gelfand * in 1953 again stressed the unusual fevers 
encountered in Salisbury. He wrote: ‘I think you will 
agree with me that the nearest diagnosis of the cases | 
have described is that of glandular fever. Although the 
picture varies enormously, the main features are the 
fever, the lymphadenopathy and the occurrence in some 
of the cases of aberrent monocytes. But I must confess 
that whatever the causative agent is in our cases, doubt 
may be expressed because the blood picture is not more 
striking (as shown by the more usual finding of a normal 
total leucocyte count and the frequent absence of a 
monocytosis) and there is an almost constant absence 
of heterophil antibodies in the blood. One might even 
say that for these reasons alone the diagnosis of infectious 
mononucleosis is doubtful.” In this connection it is 
interesting to note that in 1950 Webb and Wolfe ! noted 
abnormal monocytes in some of their cases of proved 
Coxsackie infection. 

During the past 6 months we have noted in Salisbury 
the occurrence of numerous cases of Bornholm’s disease, 


of the syndrome of non-paralytic poliomyelitis and of 


herpangina. At the same time we have seen many cases 
of acute feverish conditions in children and adults for 
which no explanation could be given. All the blood tests 
and serological investigations performed were negative. 
It occurred to us that these cases might well be caused 
by the Coxsackie virus. We therefore submitted for 
special rickettsial and viral tests cases showing spleno- 
megaly and in which the routine laboratory tests had 


proved negative. 
cases: 


Following is a description of 6 such 


CASE REPORTS 

Case | 

D.P., male aged 6 years, complained of headache, 
backache and general body pains. His temperature varied 
between 99° and 103°F. These symptoms continued for 
4 days and when seen he looked pale but not acutely ill. 
Physical examination was negative, apart from a 
moderately enlarged spleen, and slight enlargement of 
lymph glands in the axillae and groins. Blood count 
showed a total of 9,200 leucocytes and the differential 
count was polymorphs lymphocytes eosino- 
phils 2°%% and monocytes 7°,. No malarial parasites were 
seen. No specific treatment was given and the child 
gradually improved. A week later he appeared to be 
perfectly normal. Virus study of the stool revealed a 
Coxsackie group B virus. 
Case 2 

J.T., male aged 5 years, became suddenly ill and 
complained of severe headache and backache. He 
vomited frequently and his temperature rose to 104°F. 
When seen at that time no abnormal physical findings 
were detected. On the following day his spleen was 
palpable and his general condition began to improve. 
During the next 2 days the spleen was very easily palpable 
and the improvement continued. Four days after the 
commencement of his illness his temperature rose 
sharply and he complained of severe headache, backache 
and stiffness of the neck; he was admitted to the Isolation 
Hospital as a case of non-paralytic poliomyelitis. A few 
days later the entire condition had settled. Virus study 
of the faeces taken during the early days of his illness 
revealed a Coxsackie group B virus. 
Case 3 

G.B., female aged 12 years, suddenly became ill and 
complained of a very severe headache and general body 
pains. Her temperature varied from 99° to 102°F for 
3 days. Apart from a palpable spleen and some small 
shotty glands in the axillae physical examination was 
entirely negative. Laboratory tests revealed the 
following: Haemoglobin 95°, ; leucocytes 6,200 (neutro- 
phils 47%, lymphocytes eosinophils mono- 
nuclears 12°). No abnormal monomuclears were noted 
and no malarial parasites were seen. Urine analysis 
showed no abnormality. Blood taken during con- 
valescence showed no agglutination against the 
salmonella group or B. abortus. The Paul-Bunnell test 
at this time gave a positive result in a dilution of 1 : 80, 
but the Barrett modification was negative. Rickettsial 
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complement-fixation tests performed against R. 
prowazeki (epidemic typhus), R. mooseri (murine typhus), 
R. rickettsi (tick-bite fever), R. akari (rickettsial pox) 
and R. burneti (Q fever)—all yielded negative results. 
Virus study of the faeces showed Coxsackie group B virus. 
Case 4 : 

D.B., aged 9 years, brother of Case 3, commenced his 
illness with a severe rigor. He then complained of intense 
frontal and occipital headache and slight stiffness of the 
neck. On the following day his right thigh was painful 
and his temperature reached 104°F. Neck stiffness now 
lessened and Kernig’s Sign was negative, but spleno- 
megaly was present. His illness lasted for 5 days, after 
which all symptoms disappeared and he remained 
perfectly well. Laboratory tests revealed the following: 
Haemoglobin leucocytes 4,500 (neutrophiles 49 
lymphocytes 45°, eosinophils 1°, mononuclears 5°,). 
No abnormal mononuclears and no malarial parasites 
were noted. Urin analysis showed no abnormality. The 
agglutination and Paul-Bunnell tests were negative. A 
Coxsackie group B virus was isolated from the faeces. 
Case 5 

E.B., aged 38 years, mother of Case 3 and 4, complain- 
ed of severe headache, shivering spells and pains in the 
lower back and limbs. Temperature varied from 100 to 
102°F. On examination, she looked comfortable and 
was certainly not acutely ill; physical examination was 
negative except for splenomegaly. On the fourth day of 
her illness she was better, and she remained well. Labora- 
tory tests revealed the following: Haemoglobin 94°; 
leucocytes 5,000 (neutrophils 62°%, lymphocytes 31 °,, 
eosinophils 1°, mononuclears 6%). No abnormal 
mononuclears were noted and no malarial parasites 
were seen. Urin analysis showed no abnormality. 
Blood taken during convalescence showed no agglutina- 
tion with the Salmonella group or with B. abortus. 
The Paul-Bunnell test was negative. A week later these 
tests were repeated; the Paul-Bunnell was then found 
to be positive in a dilution of 1 : 80 but the Barrett 
modification gave a negative result. The rickettsial tests 
were all negative. Virus tests on the faeces were not 
performed. 
Case 6 

K.W., a 4-year old male patient, whose mother had 
noted periodic attacks of feverishness during the previous 
two weeks, associated with abdominal pain, anorexia 
and listlessness. Examination at the time was negative, 
except for an enlarged spleen, which was just palpable. 
During the following 3 days his condition improved and 
he became apyrexial. Ten days later he suddenly took 
ill again with similar symptoms, the temperature ranging 
from 100° to 103°F. At this time the spleen was not 
palpable, but small shotty glands were felt in the axillae. 


MEDICAL JOURNAL 


29 May 1954 


The following day he improved, but 2 days later 
symptoms again returned and he complained of severe 
headache. His neck was very stiff, Kernig’s sign was 
positive, and he was admitted to the Isolation Hospital 
as a case of non-paralytic poliomyelitis. During the 
following week his condition gradually improved and he 
made a full recovery. The Coxsackie group B virus Was 
isolated from the faeces. 


DISCUSSION 


Cases of undiagnosed fevers, both short and prolonged, 
particularly in children and young adults, have become 
frequent in the post-war years. Such cases have occurred 
sporadically throughout the year and often, also, in 
epidemic form. Difficulty has been experienced in label- 
ling them, and the diagnosis of atypical glandular or 
undulant fever has often been made. An enlarged spleen 
and shotty lymph-gland enlargement are the only con- 
stant physical findings. The blood count is usually 
normal, although a slight monocytosis is sometimes 
noted, and occasionally atypical monocytes have been 
reported. 

We consider the finding of the Coxsackie virus in 
these cases to be significant, which—if confirmed in a 
larger series of cases—will represent an advance in the 
present knowledge of this group of diseases. As far as 
we are aware, there has been no previous mention of 
splenomegaly in descriptions of diseases caused by the 
Coxsackie virus. 

Owing to the prevalence of diseases produced by the 
Coxsackie virus during the period of the investigation, the 
possibility remains that our finding was incidental. We 
are therefore continuing the investigation over a longer 
period. 

We submit this report in the hope that others working 
the same field will investigate the relationship of the 
Coxsackie virus to this syndrome. 


SUMMARY 


1. A clinical syndrome characterized by fever, spleno- 
megaly and slight lymphadenopathy, with no constant 
blood changes, is described. 

2. Five cases so far tested showed the presence of the 
Coxsackie group B virus in the faeces. 


We wish to acknowledge our appreciation to Dr. J. H. S. Gear of 
the South African Institute for Medical Research for the rickettsial 
and viral tests undertaken on our cases. 
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RAND DOCTOR RECEIVES MOYNIHAN PRIZE 


Dr. Paul Marchand, M.Ch. (Rand), M.R.C.S., has been awarded 
the Moynihan Prize and Medal for 1954 for an essay entitled “The 
Gastro-oesophageal “sphincter” and the Mechanism of Regurvwi- 
tation’. Dr. Marchand’s home is in Johannesburg where he works 
in the Thoracic Surgery Unit of the Johannesburg Hospitals. 


At present he is working at Guy’s Hospital London with 
Mr. R. C. Brock, having been given a year’s leave of absence to 
take up a Nuffield Scholarship which he won in 1953. 

He received the Moynihan Award on May 14 in Harrogate 
during the recent meeting of the Association of Surgeons of 
Great Britain and Ireland. 
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From apparent defeat, many a contest is won by combined action. 
The joint administration of penicillin and the sulphonamides frequently 
establishes successful therapy, when the oral administration of the 
antibiotic or chemotherapeutic agent alone has been ineffective. 


Sulpenin, containing penicillin, sulphadiazine and sulphamerazine 
in balanced dosage is a convenient means of applying combined 
therapy in the treatment of many infections due to susceptible micro- 
organisms. By utilising the synergistic action known to-exist between 
penicillin and the sulphonamides, the antibacterial range is increased, 
the likelihood of kidney damage is lessened and the tendency for the 
bacteria to develop mutant strains resistant to one or other of the 
component drugs is reduced. 


SULPENIN 


Combined Oral Penicillin and Sulphonamide Therapy 
In tubes of 10 and bottles of 100 tablets. 


Each tablet*contains 
Crystalline Penicillin G (Potassium Salt), 100,000 units, 
Sulphamerazine, 0°25 gramme, Sulphadiazine, 0°25 gramme. 


Literature on request 
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safe, effective treatment 
of hypertension 


Nearly every patient with essential 
hypertension is a candidate for 
Raudixin treatment. Raudixin is 
safe, and often highly effective. 


P"Step 1 Raudixin, 100 mg. b.i.d. 
|300 


Raudixin controls most cases | = 
of mild to moderate labile | € |as9 
hypertension, and some severe cases. | © 
Because of its safety, | = 
it is the drug to try first. | 2 AS 
00 
DAYS 40 50 
> 
«Step 2 
|300 
If blood pressure is not adequately | = 
controlled in two weeks, E 250 
Vergitry! (veratrum) may be added ee 
to Raudixin. This brings most of | 5 Vergitryl added, 
the remaining patients under control rf a.” 1 tablet t.i.d. 
a 
2 [150 
Days > 10 0 


300 + 


For the few patients resistant to this | = Other drugs added 
combined regimen, a more potent drug | & .,\* 
may be added, for example, Bistrium _Vergitryl added 
thexamethonium). The most potent drugs, | 5 = 
which are potentially dangerous, |  |200 
are thus used only as a last resort in 4 
the most refractory cases. = 


RAUDIXIN 6squibb Rauwolfia 


50 mg. tablets containing the whole powdered root of Rauwolfia Serpentina. Bottles of 100. 


Further information and literature is available from 


PROTEA PHARMACEUTICALS LTD. 


7, NEWTON STREET, WEMMER, JOHANNESBURG. P.O. BOX 7793. TEL. 33-2211. 
ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN. 
SQUIBB RAUDIXIN', “VERGITRYL' AND ‘BISTRIUM’ ARE TRADE MARKS. 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED. 


LONDON AND SHREWSBURY, ENGLAND 
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170,000 HYPERTENSIVES 


It is estimated that there may well be this number of European Hypertensives jin 
the Union. The number of African sufferers is unknown but the percentage will be 
high among the de-tribalised types. striving to adjust to the pace of modern industrial 
life in urban surroundings. Returning to the Europeans, there must be an average 
of about 28 Hypertensive subjects to every practising Doctor. If only one quarter 


present themselves for treatment you probably have at least half a dozen on your books. 


EACH ONE PRESENTS AN INDIVIDUAL PROBLEM, BUT EFFECTIVE THERAPY IS NOW 
SELECTIVELY AVAILABLE TO MEET THE PARTICULAR REQUIREMENTS OF EVERY CASE. 


eriloid 


For positive hypotensive action orally or To replace oral veriloid where higher dosage 
parenterally. levels are indicated or where side effect of 
nausea is present. 


a 


Rauwiloid 
Hexamethonium 


For positive hypotensive effect under direct Powerful, immediate active hypotensor where the 
— of clinician plus rauwolfia virtues in situation is judged to justify ganglionic blockade. 
addition. 


Further information available from: 


1355, Port Elizabeth 


LOUGHBOROUGH 


xviii | 
Rauwiloid 
Mild, long-acting hypotensor with added calming and bradycardic action. 
Rauwiloid 
Veriloid 
 Veriloid | 
3377.3 
LOS ANGELES TORONTO 
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THE SURGICAL MANAGEMENT OF CHRONIC INVERSION OF THE UTERUS 


ALEX. CULINER, M.D 


M.R.C.O.G., F.A.C.S. 


and 


G. P. CHARLEWOoD, 
Johar 


Chronic inversion of the uterus occurs so rarely that 
many gynaecologists of wide experience have not seen it. 
When such a case does present itself then recourse is 
often made to the scattered literature on the subject 
References in standard gynaecological texts are generally 
inadequate. Crossen ® strongly recommends the Spinelli 
vaginal procedure in long-standing cases and gives 
details of a case treated in 1913. Bonney,’ admitting 
that he has never operated on a case, refers only to the 
Haultain abdominal technique. Te Linde * in his compre- 
hensive gynaecological text fails to mention either 
operation and does not discuss the condition. 

In the recent literature there are numerous variations 
of these two standard procedures. These modifications 
appear generally to be the result of relative inexperience 
of either procedure. 

The following 3 cases of inversion of the uterus are 
further examples of this individualization. Nevertheless 
certain valuable inferences may be drawn from this 
limited experience and we feel that in a correct perspective 
gained from a large number of similarly reported cases 
a rational surgical approach will be realised. 


CASE | 


Bantu, No. B3538 B.B. aged 34, was admitted to hospital on 2° 
September 1951 with a provisional diagnosis of carcinoma of 
cervix. She had been quite well till one year previously, when she 
developed pains in the lower abdomen which were made worse 
by her menses. 

There was a profuse vaginal discharge, watery and offensive, 
between her menses. For the previous 6 months there had been 
irregular and profuse episodes of bleeding. Her menses formerly 
occurred every 30 days and were of approximately 4 days’ duration. 
She had 6 children, the eldest 16 years old and the youngest 6 
They were all full-term uncomplicated deliveries. There was 
nothing else of significance in her history except for abstinence 
from coitus since the onset of her present illness. 

On examination her general condition appeared to be satisfactory 
except for pallor. She was tender on palpation abdominally bu: 
otherwise no abnormalities were observed. There was a large, hard. 
rounded mass filling the whole of the vagina. This appeared to be 
attached at its upper extremity but somewhat to the right, to a 
smaller mass of similar consistency, about the size of a lemon 
At the base of this second mass there was a thin rim of tissue which 
was taken to be cervix. The uterus could not be felt bimanually 
and no other pathology was detected. She was examined unde: 
anaesthesia on 27 September and it was ascertained that she had « 
chronically inverted uterus with a myoma about 8 cm. in diameter 
attached to the inverted fundus. The myoma was then shelled out 
and the uterus incised anteriorly to the level of the cervix. At this 
juncture the rim of the cervix no longer existed. An attempt was 
made to revert the uterus into the abdominal cavity, but because 
of the thick edematous walls of the uterus this could not be dom 
without the risk of completely splitting the uterus. The abdome: 
was then opened and it was again found that restitution could no 
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be performed through the original incision. Only after extending 
the incision posteriorly and producing a bisected uterus could it be 
restored to its normal position. A subtotal hysterectomy was then 
performed. She was given a blood transfusion and antibiotic 
therapy, and her subsequent recovery was uneventful. 


CASE 2 


M.M. Bantu, No. 3403 C. aged 31, was admitted on 20 April 1950 
with a diagnosis of fibroid polyp. Her history was that in 1947 
she gave birth to a child, at which time there was a prolapse of 
both bladder and rectum and that she was taken to a doctor, who 
replaced both in her local hospital. She was discharged 2 months 
later. Subsequently she developed urinary incontinence and this 
was not relieved by medical treatment. 

She stated that there was contact bleeding and that her menses 
were of 10 days’ duration at intervals of 26 days, whereas they 
formerly had lasted only 4-5 days. She also had dyspareunia. 
The only other feature in her history was that she had 7 children. 
She appeared comfortable, her blood pressure was 116/60 mm. Hg. 
and except for a vaginal mass simulating a myoma there was 
nothing of note. 

On 28 April an abdominal operation was performed. The uterus 
was found to be inverted. The bladder was separated from the uterus 
and the anterior uterine wall was incised in the mid-line from the 
fundus through the cervix. The uterus was easily elevated digitally 
and the incision was then repaired in three layers. She made an 
uneventful recovery. 


CASE 3 


E.D. Bantu, No. 2624 B.B. aged 25, was admitted to hospital on 
21 July 1952 with a provisional diagnosis of extruding cervical 
myoma. She had had one child in July 1951, which died in early 
infancy. Since the birth of her child she had pain in the lower 
abdomen, just above the pubis. She also complained of irregular 
vaginal bleeding for several months past and stated that the longest 
interval free of bleeding was about 14 days. Clots were of frequent 
occurrence. There was nothing else relevant in hier past history. 

She weighed 140 Ibs. Her blood pressure was 160/90 mm. Hg., 
and she had oedema of her ankles. There was a rounded firm mass 
about 8 cm. in diameter protruding through the cervix with a 
thickened rim of cervix closely applied to its base. There was a 
moderate amount of bleeding present. The uterus could not be 
defined accurately. The patient was booked for vaginal removal 
of a myoma, and was operated on on 24 July. After preliminary 
preparation the mass was grasped with sponge forceps and traction 
applied, whereupon the rim of cervix completely disappeared. One 
of us (A.C.) was immediately notified, and performed a laparotomy. 
The uterus was found to be completely inverted, with both ovaries 
pulled down to the rim of uterine wall which formed the lip of the 
inverted uterine cup. They did not disappear into the depression, as 
the medial end of both tubes did. The bladder fold had also been 
drawn into the anterior aspect of this depression. An incision was 
then made posteriorly in the mid-line extending through the upper- 
most end of the uterus and the incision carried into the vagina for 
a total distance of about 4 cm. The uterus was then elevated with 
the index finger by pressure on the fundus through the already 
incised posterior fornix and at the same time gentle traction was 
applied to the tubes and round ligaments. A double row of 
interrupted sutures was then used to close the incision, and the 
round ligaments were approximated to each other and to the 
uterus On its anterior aspect. A small piece of omentum was fixed 
to the posterior suture line. 

The patient had an uneventful convalescence. She was seen again 
on 20 October 1952 and was well, having a normal menstrual period 
3 weeks previously. 
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DISCUSSION 


The procedures adopted in these 3 cases reflect the 
divergence of opinions which one will encounter in a 
perusal of the literature concerning the management 
of chronic inversion of the uterus. When one tries to 
analyse the literature it is difficult to assess the relative 
merits of the vaginal and abdominal approaches. 
Unfortunately it is usually not made clear whether a 
particular surgical technique was applied to the chronic 
or the acute variety of inversion. 
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Fig. 1. Diagrammatic representation of inverted uterus with incision 
through posterior wall of cervix and uterus before (A) and after (B) 
reposition. The vagina has been omitted from the diagram for 
clarity. (The incision may also involve the posterior vaginal fornix.) 


The vaginal approach appears to be in favour in some 
quarters and Das * advises it for all non-puerperal chronic 
inversions. We have, however, been impressed by the 
number of recorded cases which, failing reduction by the 
Spinelli technique or modifications of it, have been 
disposed of by vaginal hysterectomy. Das collected 
61 cases of chronic non-puerperal inversion, 22 of which 
underwent vaginal hysterectomy. Case I recorded above 
met a similar fate. In this instance, because of the 


presence of a submucous myoma, the vaginal approach 
was the rational one. 


When the myoma had been 
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enucleated with no difficulty it appeared a simple matter 
to incise the anterior uterine wall and replace the fundus. 
Traction on the myoma increased the degree of inversion 
to such an extent that the cervix became inverted as well. 
This in turn made separation of the bladder from the 
cervix a risky affair since the bladder base had become 
incorporated in the inverted uterine cone. Once an 
incision had been made in the anterior wall and efforts 
at reduction were ineffectual it perhaps would have been 
wiser to proceed with a vaginal hysterectomy. 

The difficulty in selecting a plane of cleavage between 
bladder and uterus when the bladder has been drawn into 
the inverted cone of the uterus, has also been noted by 
O’Conner.® The greater the degree of inversion the more 
is the danger of damaging the bladder during separation, 
because it is drawn into the depression of the peritoneal 
surface of the uterus, and a split in the cervical ring may 
result in a tear of the bladder. 

In the cases dealt with by the abdominal route, the 
ease, rapidity, and simplicity with which reposition was 
accomplished suggest to us that this is the approach of 
choice. Here again there was a difference of technique 
adopted by each of us. The anterior incision as used in 
case 2 requires displacement by dissection of the base of 
the bladder if the inversion is nearly complete. By 
incising the posterior ring of uterus and cervical wall, as 
in case 3 there is little risk of injuring the bowel, because 
of the deep reflection of the Pouch of Douglas, and if 
necessary, the incision may be carried into the vagina 
through the posterior fornix as was done here. The 
finger was inserted into the vagina and pressure applied 
to the fundus of the uterus, when simultaneous gentle 
traction on the fallopian tubes resulted in an easy 
reposition of the uterus (see Fig. 1). 

While no strict conclusions may be drawn from these 
few cases it is obvious that there are risks of bladder 
injury and failure to achieve reposition of the inverted 
uterus by the vaginal approach. When the vaginal route 
is employed, it must be done with the recognition that 
hysterectomy may become necessary, and it should there- 
fore be reserved for women who have borne at least one 
child. 


CONCLUSIONS 


The abdominal approach is advised for the surgical 
correction of chronic inversion of the uterus. This 
opinion is based upon our experience of 3 cases and 
assessment of the literature. 

It is suggested that the cervical rim should be divided, 
preferably posteriorly, as originally advised by Haultain, 
and the fundus of the uterus elevated through the aper- 
ture thus made. 


We wish to acknowledge permission to publish these cases from 
the Superintendents of the Boksburg-Benoni and Coronation 
Hospitals. 
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EMERITUS MEMBERSHIP AWARDED TO PROFESSOR B. J. RYRIE AND DR. STANLEY COPLEY 


At the meeting of the Federal Council of the Medical Association 
of South Africa held in Johannesburg on 29 and 30 April and | May 
1954 Emeritus Membership was awarded to Professor B. J. Ryric 
(until recently Dean of the Faculty of Medicine, University of 
Cape Town) and to Dr. Stanley Copley, formerly President of the 
Natal Coastal Branch and Mayor of Durban. The announcement 
of the award appeared in the Journal of 15 May. Below are 
brief sketches of their careers. 


BENJAMIN JAMES RYRIE 


Benjamin James Ryrie qualified to the degree of Bachelor of 


Medicine and Bachelor of Surgery at the University of Edinburgh 
in 1916. He then served in the Royal Army Medical Corps until 
1919, when he returned to Edinburgh University to serve 2 years 
in the Department of Pathology. He spent the next 4 years in the 
Department of Pathology of the Manchester University. 

He was then appointed to the Chair of Pathology at the University 
of Cape Town and arrived in South Africa*in 1925. From 1941 to 
1946 he was part-time Dean of the Faculty of Medicine, in addition 
to carrying out his duties as Professor of Pathology. For the last 
7 years he has been full-time Dean of the Faculty. 

Prof. Ryrie joined the British Medical Association soon after 
he qualified as a practitioner, and on his arrival in South Africa 


he immediately identified himself with the Medical Association of 


South Africa while retaining his unattached membership of the 
British Medical Association. He has been a prominent member 
of the Cape Western Branch and served on the Branch Council 
for many years, part of which time he was Chairman of the Branch 
Contract Practice Committee. 

In 1948 he was elected Vice-President/President-Elect of the 
Cape Western Branch, but owing to his many duties he felt that 
he would be unable to assume the office of President during the 
following year, and reluctantly withdrew. 

Prof. Ryrie has served two periods on the South African Medical 
and Dental Council since 1943 as the representative of the Univer- 
sity of Cape Town. For part of this time he served on the Executive 


Committee of the Council. He will long be remembered for his 
untiring work for medical students and his loyalty and service to 
the Medical Association of South Africa. 

In recommending to Federal Council that he be elected to 
Emeritus Membership of the Association, the Branch sought to 
honour him and to wish him well in his retirement. 


STANLEY COPLEY 


Stanley Copley was born in 1873 at Bristol, England. He entered 
Guy’s Hospital as a student in 1890, qualified M.R.C.S., L.R.C.P. 
in 1894, and held resident hospital appointments in 1895. In 1899 
he obtained the diplomas F.R.C.S. (Eng.) and D.P.H. (Camb.), 
and won the Golding Bird Gold Medal. 

He came to South Africa during the South African War and in 
1901 settled in Durban as a general practitioner. 

Dr. Copley was an active member of the Durban Medical Society 
from 1902, and joined the British Medical Association in 1903. 
In the Natal Coastal Branch of the Medical Association of South 
Africa he has been Branch Secretary, and was a member of the 
Branch Council from 1919 to 1926 and Branch President in 1921, 
1922 and 1923. He served as a member of the South African 
Medical Council from 1939 to 1944. 

Military. Dr. Copley was a civil surgeon in the South African 
War, and in the First World War he served in the S.A.M.C, in 
East Africa in 1916-18, and then until 1920 as surgeon to returned 
soldiers at Addington Hospital. In the Second World War he was 
Director of the C.P.S. in Durban from 1941 to 1944, 

He was a Commissioner in the St. John Ambulance Brigade 
from 1934 to 1946, and Lecturer in First Aid to the Natal Govern- 
ment Railways from 1903 to 1908. 

Dr. Copley has taken a prominent part in civic and social life. 
He was a City Councillor of Durban from 1914 to 1917 and again 
from 1933 to 1938 and was Mayor of the City in 1934-35. He isa 
Past-President of the Sons of England and has been a prominent 
member of several clubs. aS 

Dr. Copley’s election to Emeritus Membership of the Association 
was on the recommendation of the Nata: Coastal Branch. 


IN MEMORIAM 


ALEXANDER OLOFF MALCOLM FEHRSEN, B.A., M.B., 


We record with regret the death of Dr. A. O. M. Fehrsen at 
Potgietersrust, Transvaal, on 20 April 1954. 

Alexander Oloff Malcolm Fehrsen was born at Cradock, C.P., 
on 9 February 1875. After attending Diocesan College, Cape Town, 
he proceeded overseas to study medicine in Cambridge. After 
holding a house-surgeon’s post in Birmingham, Dr. Fehrsen 
returned to South Africa and commenced practice in 1912 at 
Potgietersrust where he remained for the rest of his life. 

He is survived by his widow. 

Dr. E. Schijf of Potgietersrust writes: Dr. Fehrsen came from a 
long line of doctors, his father and grandfather before him having 
been in the profession; the latter is said to have treated President 
Kruger, then 8 years old, at Cradock in 1833. When Dr. Fehrsen 


PASSING EVENTS 


CAPE TOWN PAEDIATRIC GROUP 


A meeting of the above group will be held in the Physiology 
Theatre at Medical School, University of Cape Town, on Friday 
4 June at 8.15 p.m., when a film will be shown on the Treatment 
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came to the Northern Transvaal he was the only doctor for practi- 
cally the whole area. Many of his trips had to be done through wild 
country, often on horseback or by ox-wagon. Sometimes flooded 
rivers had to be crossed and he was obliged to sleep in the veld in 
order to reach his most distant patients. He was the first doctor to 
treat malaria successfully by quinine injections in this part of the 
country. His surgery and obstetric practice was highly thought of, 
much of the former being performed on the kitchen table. 

During the influenza epidemic of 1918 the local school was 
converted into a hospital and there he took charge of 400 patients. 

Dr. Fehrsen was a colourful character, and stories from his 
practice have become legend. In his young days whilst at Cambridge 
he played rugby for Barbarians and he was always proud, right up 
till the time of his death, to show these colours to his friends. 


IN DIE VERBYGAAN 


of Asphyxia Neonatorum. This film will give rise to much 
discussion among those who have to deal with this problem. 


Mr. C. A. R. Schulenburg, surgeon of 50 Van Riebeek Medical 
Buildings, 295 Schoeman Street, Pretoria, has left for a short visit 
to the Lahey Clinic at Boston, U.S.A 
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BOOK REVIEWS : 


DERIVATION OF MEDICAL TERMS 


Medical Terms: Their Origin and Construction. By Ffrangcon 
Roberts, M.A., M.D., F.F.R. (Pp. 88. 6s.) London: Messrs. 


William Heinemann Medical Books Limited. 1954. 
Contents: Part I. 1. Introduction. 2. The Sources of Medical Words. 3. The 
Persistence of Primitive Conceptions. 4. The Principles of Derivation. $. Word- 


Construction. Part iJ. Classified list of derivative words (Greek and Latm); 
Pharmaceutical abbreviations. Indices. 


As we think back, it is easy to remember with what awe the formid- 
able terms used in the study of medicine inspired us. It was only 
after usage and linking them up with a knowledge of Latin and 
English that it was possible to work them out at all. 

This little book makes study a great deal easier for the present- 
day student, whether of medicine, nursing or one of the auxiliary 
services. In addition they will find an added interest in the fascina- 
ting study of the origins and constructions of the terms they must 
know. 

It helps to trace out the reasons for the use of such words as 
have been handed down from the time of Hippocrates, when they 
were used as verbal pictures of the conditions which were the 
concepts of the diseases of those times. Others we can trace to their 
origins in the martial, agricultural and domestic life of ancient days. 

It cannot be expected that a book of 88 pages could deal with 
such a subject exhaustively and the author has not intended the 
book to be comprehensive. It is, however, a useful contribution 
and will be appreciated by students of all kinds. + 

A.H.T. 


DISORDERS OF THE BLOOD 


Disorders of the Blood: Diagnosis; Pathology: 
Technique. By Sir Lionel E. H. Whitby, C.V.O., , Sn 
M.D. (Cantab.), F.R.C.P. (Lond.), D.P.H. and C.J.C. Britton, 
M.D. (New Zealand), D.P.H. Seventh Edition. (Pp. 856 + xii, 
with 20 plates and 106 text-figures. 63s.) London: J. & A. 
Churchill Limited. 1953. 


Treatment; 
.D.. M 


Contents: 1. The Origin, Development, Functions and Fate of the Cells of the 
Blood. 2. Abnormal Haemopoiesis and Abnormal Cells found in the Circulation. 
3. The Principles and Practice of Haematological Diagnosis: I. Red Cells. 4. The 
Principles and Practice of Haematological Diagnosis: II. Leucocytes and Blood 
Platelets 5. The Principles and Practice of Haematological Diagnosis: 
Ill. Physical and Chemical Properties of the Blood Cells and Plasma. 6. The 
Biochemistry and Cytochemistry of Haemopoiesis. 7. The Causes of Anaemia. 
8. Therapeutics of Anaemia. 9. Idiopathic Hypochromic Anaemia; The Plummer- 
Vinson Syndrome; Chiorosis. 10. Pernicious Anaemia and Nutritional Megalo- 
blastic Anaemia. 11. Anaemias due to Disease of the Alimentary Tract and its 
Associated Organs. 12. Miscellaneous Dyshaemopoietic Anaemias; Radium and 
X-rays; Scurvy; Thyroid Disease. 13. Anaemia in Pregnancy and the Puerperium. 
14. The Haemolytic Anaemias. 15. The Purpuric and Haemorrhagic Diseases. 
16. Anaemias in Infancy and Childhood. 17. Diseases due to Aplasia or Hypo- 
plasia of the Bone Marrow; Aplastic Anaemia; Agranulocytic Angina. 18. Poly- 
cythaemia, Erythraemia and Erythrocytosis. 19. The Leukaemias (Leucoses). 
20. Miscellaneous Disorders Associated with Splenomegaly: Splenic Anaemia; 
Hodgkin's Disease; Diseases of Lipoid Metabolism. 21. Infection and Infectious 
Diseases. 22. Blood Groups, Haemagglutination, Blood Transfusion and Im- 
munohaematology. 23. Miscellaneous Conditions; Allergy; Nephritis; Coronary 
Thrombosis; Diabetes; Cancer. 24. Disorders Involving the Blood Pigments; 
Enterogenous Cyanosis. 25. Technique. Subject Index. Index of Authors 


This is the 7th edition of this widely read and deservedly popular 
book. The general lay-out will be familiar to many. There is a 
new chapter on cytochemistry and biochemistry and the whole 
text has been extensively revised. The present edition is 87 pages 
longer than the preceding one. It reflects most of the advances 
which have taken place in haematology in recent years. The authors 
claim that it is a reasonable presentation of the subject to the middle 
of 1953 and this claim is justified. 

The book is written for the medical student and the practitioner 
and it does not aim at giving an exhaustive description of disease- 
process. The references, too, are mainly key references. Neverthe- 
less, the cover is fairly comprehensive. Perhaps more regrettable 
is that many references are cited and the author’s conclusions given 
without any statement as to whether the claims are likely to be 
justified. Some of them, even on present knowledge, are probably 
incorrect. This is probably due to the fact that there are sections 
of haematology where neither of the authors of this book can claim 
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to be recognized authorities. They may well consider whether the 
time has not come for the author panel to be increased in size. 

As might be expected, the chapters on the anaemias and the 
leukaemias are very well written and recent work on haemopoietic 
factors is adequately presented. Chapters on sickle-cell anaemia 
and scurvy could be amplified but they probably reflect the rarity 
of these conditions in Britain. The concept of haemolysis shown 
solely by a diminished survival of transfused red-cells could receive 
more consideration. The reviewer believes that it is time for 
*David’s disease’ to be eliminated. Many writers would classify 
haemorrhagic thrombocythaemia as a varient of polycythemia vera. 

The section on technique attempts more than can be comfortably 
digested. Techniques in haematology are so numerous and so 
variable that it is impossible to present more than a select few. In 
the main this section represents the ‘British’ viewpoint. One is a 
little surprised to note the omission of Budtz-Olsen’s technique for 
measuring clot retraction. The Dale and Laidlaw technique for 
the measurement of coagulation time might also have rated a 
mention since this is perhaps the best of the methods which use 
capillary blood. In the reviewer's experience, thromboplastin 
prepared from human brain should not be too finely ground, 
certainly not so as to resemble a ‘sand-like dust’. 

Despite these minor criticisms there is no doubt that this edition 
will be as popular as all the previous ones have been. ou 


CLINICAL ORTHOPAEDICS 


Clinical Orthopaedics. No.2. Intramedullary Nailing. Edited by 
Anthony F. DePalma, with the assistance of associate and 
advisory editors. (Pp. 247 + vii with 232 illustrations. 48s.) 
London: J. B. Lippincott Company, 1954. 


Contents: Section I. Intramedullary Nailing. 

of Fracture Surgery During the Past 100 Years. 
medullary Internal Fixation. 4. Reflections and Opinions Regarding the Present 
Status of Fracture Treatment. 5. Avoidance of Complications in the Treatment 
of Fresh Fractures of the Femur with the Hansen-Street Nail. 6. Complications 
and Errors in Technic in Medullary Nailing for Fractures of the Femur. 7. Medul- 
lary Nailing in Fractures. 8. Infections Following Intramedullary Fixation. 
9. Cause and Treatment of Angulation of Femoral Intramedullary Nails. 10. Intra- 
medullary Fixation in the Arm and the Forearm. 11. Complications in Medullary 
Nailing of the Femur. 12. Intramedullary Pins in Obstinate Fracture Situations- 
Operative Clinic. 13. Intramedullary Fixation of Pathologic Fractures. 14. Medul- 
lary Nailing of the Humerus to the Scapula for Shoulder Arthrodesis. 15. Rigid 
Wire Fixation in Fractures and Surgery of the Hand. 17. Intramedullary Fixation 
of Tibial-Shaft Fractures. 18. Treatment of Certain Comminuted Femoral-Shaft 
Fractures. Section 11. General Orthopaedics. 19. Gross Osteopathology of 
Arthritis. 20. Ischial Apophysiolysis—A New Syndrome. 21. The Phemuster 
Bone Graft in Ununited Fractures of the Long Bones. 22. Osteoid Osteoma. 


1. Introduction. 2. Development 
3. Principles and Ideals of Intra- 


23. Fusion of the Ankle Joint. 24. Congenital Metatarsus Varus. 25. Surgical 
Correction of Relaxed Flatfoot by the Durhan Flatfoot Plasty. 26. Tuberculosis 
of the Hip. 27. Giant-Cell Tumor of the Lower End of the Radius. Index. 


This new Publication is sponsored by the Association of Bone and 
Joint Surgeons, and is an expression of the need for additional 
outlets in literature for material of orthopaedic interest. 

The first half of the book is devoted to intra-medullary nailing, 
and the history, indications, application, technique, complications 
and end-results of this method of treatment of fractures are fully 
discussed. Among the distinguished contributors to this section 
are: Dana M. Street, H. Winnett Orr, Duncan C. McKeever, 
Robert T. McElvenny, J. Albert Key, Milton S. Thompson, 
Earl D. McBride and others. This represents such a useful contri- 
bution to the existing knowledge on this subject that it is well worth 
the reading to any established or aspiring orthopaedic Surgeon. 

In the second section of the book a number of subjects are 
covered, those of particular interest being: Gross Osteopathology 
of Arthritis by William J. Tobin and T. Dale Stewart, and Ischial 
Apophysiolysis by Henry Milch. There is also an interesting study 
on fourteen cases of the Phemister bone graft in ununited fractures 
of the long bones. A new technique of ankle joint fusion is described 
but in the appended list of references no mention is made of 
Charnley’s arthrodesis of the ankle. which has swept the field in 
this country and in Britain. The results of Charnley’s arthrodesis 
are so excellent and are achieved in so short a time that a new 
technique would have to be very efficient indeed to replace it. One 
cannot be at all sure that the nicely designed geometrical arthrodesis 
of the ankle described here is at all necessary. 
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The book is beautifully produced and the illustrations, both 
photographs and X-ray reproductions, are of the very highes 
quality. It is the sort of book one can pick up casually and read with 
pleasure on almost any page. 

From its nature, the book covers controversial material whic 
may mislead the juniors amongst us. It is interesting to see difler- 
ences of opinion in many fields in fracture work and in genera! 
orthopaedics. Some of the shorter articles have an obvious det 
ciency in that they are concerned with only one or a few cases. T! 
does not necessarily detract from their value, since these studi 
do indicate the trends of thought for the future. 

This work is altogether a stimulating book, almost as good 
its predecessor, and certainly good enough to whet the appetitx 
for the next volume. 

G. T. du T. 


THE YEAR BOOK OF RADIOLOGY 


The Year Book of Radiology (1953-1954 Year Book Series) 
Edited by J. F. Holt, M.D., F. J. Hodges, M.D., H. W. Jacox, 
M.D. and V. P. Collins, M.D. (Pp. 462. $8.00). Chicago: 
The Year Book Publishers Inc. 1953. 


Contents: Part 1. Diagnosis. 1. Introduction. 2. Technical Developments. 3. T 
Head. 4. The Spine and Extremities. 5. The Chest. 6. The Gastrointestina! 
Tract. 7. The Genitourinary Tract. Part IJ. Radiation Therapy. 8. Introductior 
9. Head and Neck. 10. Central Nervous System. 11. Thorax. 12. Breas: 
13. Gynecology. 14. Genitourinary System. 15. Blood Dyscrasias and 
Lymphomas. 16. Miscellaneous Conditions. 17. Radioactive Isotopes. 18. Physics, 
— and Treatment Technics. 19. Hazards and Injuries. 20. Radiobiolog 
ndex. 


This volume emulates its twenty-one predecessors in maintaining 
the high standards set in 1932 when the series was first introduced 
into medical literature. Since this date one has come to look forward 
with confidence to each new issue to fulfil the essential function 
of supplying in concise form an annual bird’s-eye view of the present 
Position and the advances in radiology. 

As usual, the articles have been selected wisely from the general 
mass of radiological literature, so as to encompass in the confines 
of a small volume the salient features of these aspects of the twin 
specialties of diagnostic and therapeutic radiology. 

At no time is one conscious of any imbalance in the grouping or 
the particular choice of the articles, or in the abstracts themselves 
The abstracting has been undertaken so adroitly that the reader is left 
with a clear and succinct picture of what the authors intended to 
convey to their readers. The excellence of selection and abstruction 
has its counterpart in the reproduction of radiographs, photomicro- 
graphs, charts and other similar matter. 

Viewing the volume as a whole, one can appreciate more fully 
the enormous strides that post-war radiology has made. The 
number of abstracts of articles referring for instance to the various 
uses of opaque media and the procedures involved in their use, or 
to the advantages of super-voltage units, is abundant evidence 
of the extensive and great progress attained. The implications of 
these advances should be studied very carefully by those about to 
establish radiological practices or departments. 

Every radiologist should at least have the “Year Book’ Series 
readily accessible for reference purposes. 

J.M.G. 


THE ECZEMAS 


The Eczemas. A Symposium by Ten Authors. Edited by L. J. A 
Loewenthal, M.D., M.R.C.P., D.T.M. & H. (Pp. 267 + vii 
= 77 illustrations. 35s.) London: E. and S. Livingstone Ltd., 
1954. 


Contents: 1. Introduction—Classification—Morphology. 2. 
Some Clinical Considerations. 3. Allergic Eczema: Theoretical Consideration 
4. Atopic Dermatitis. 5. Histopathology of Eczema. 6. Cutaneous Resistance to 
Alkalies, Acids and Commercial Solvents. 7. Seborrhoeic Dermatitis. 9. Dissem 
nated and Endogenous Eczemas. 10. Eczematous Eruptions with Special Featur: 
11. Diagnosis. 12. Treatment: General Principles. 13. Treatment of the Various 
Eczemas in Detail. Appendix A. Table of Concentrations and Vehicles to be 
Used in Patch Testing. Appendix B. Formulary. 


Contact Eczema 


Eczema, one of the commonest of skin reactions, may result from 
a variety of pathological processes elicited by a vast number of 
different stimuli. Many of the causative agents have been identified 
but there are still many cases in which the cause is unknown and the 
mechanism involved is subject for speculation. Any book ©) 
eczema is bound to contain more theory (or fiction) than fac‘; 
and the present one is no exception. 
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This book is a collection of articles by South African, American 
and European authors, covering the various types of eczema, the 
mechanisms involved in their production and their treatment. The 
best contribution is that of Haxthausen on the theoretical concepts 
in allergic eczema. Other noteworthy chapters are those by Burck- 
hardt on cutaneous resistance to alkalis, acids and solvents, and by 
Storck on the role of bacteria in eczema, two subjects that receive 
little attention in text books. 

Bettley’s chapter on contact eczema is a clear and concise 
summary. Loewenthal and the other contributors deal with the 
clinical and histological appearances, investigation and treatment of 
all the diseases which reasonably, or unreasonably, can be classified 
as eczema. Sulzberger and Witten, on atopic eczema, make a 
difficult subject positively terrifying with the battery of tests they 
suggest for use in identifying the condition. Grant Peterkin gives 
a disappointing account of seborrhoeic eczema. 

After the authorative clinical section, that on treatment brings 
us back to reality. We are offered a great variety of suggestions, 
from ACTH and Cortisone downwards, but the Editor is to be 
congratulated on restraining himself and his contributors to the 
extent he has. Loewenthal tells us that sulphapyridine in smallish 
doses over long periods has a suppressive effect on many cases of 
eczema. He does not know how it acts (could it be by homeopathic 
means, since it so often causes allergic reactions ?), and, in a footnote 
to a final table of suggestions for treatment, advises those of little 
faith to stick to something safer. 

There is a good index, a table of concentrations and vehicles 
for patch testing and a formulary containing a reasonable number 
of prescriptions unlikely to do much harm. The numerous black 
and white illustrations are clear and generally useful; the colour 
plates are poor. 

This book contains a good summary of the present concepts of 
eczema. It could have been improved by contributions from 
Southern Europe, the views of whose writers are poorly represented. 
The Editor is to be commended on his success in making a coherent 
account of the contributions of so many authors; and his own 
chapters and translations are models of medical writing. one 


HIP RECONSTRUCTION 


Resection-Reconstruction of the Hip: Arthroplasty with an Acrylic 

Prosthesis. By J. Judet, R. Judet, J. Lagrange and J. Dunoyer. 

Edited by K. I. Nissen. (Pp. 151 + xii, with 101 figures. 30s.) 

Edinburgh and London: E. & S. Livingstone Limited. 1954. 

Contents: 1. The Assessment of Results. 2. Complications. 3. Osteo-Arthritis. 
4. Fractures of the Neck of the Femur. 5. Ununited Fractures of the Neck of the 
Femur. 6. Traumatic Arthritis. 7. The Sequelae of Septic Arthritis. 8. Congenital 
Dislocation in Adults. 9. Conclusions. 
The brothers Judet are the pioneers of hip arthroplasty with an 
acrylic prosthesis. The rationale, the trials and the successes of 
their adventure are simply and aptly described in this readable 
monograph. At the time of publication of the English edition the 
method was seven years old and the authors could record and assess 
the results of operations on 850 patients. 

In South Africa we, too, have shared in the world wide interest 
and enthusiasm which this approach to the painful hip has created, 
for there is no doubt that initially, after operation, the relief of 
pain and recovery of movement is more dramatic than by any other 
method. Subsequently. some hips break down due to fracture or 
loosening of the stem of the prosthesis; to abrasion of the surface; 
to dislocation of the hip; and, to the development of osteosclerosis 
or osteochondritis of the roof of the acetabulum. 

Every surgeon engaged in this problem will, therefore, find this 
book of great interest and of importance in considering the place of 
the acrylic head arthroplasty in comparison with other forms of 
treatment of the disabled hip, and will also give heed to the author's 
suggestions for combating these complications. 

They lay great stress on the careful selection of the patient. 
Pain, and not age or limitation of movement, is the main indication 
for operation. The operation must not injure the blood supply to 
the joint and it is essential that complete congruity of the head and 
acetabulum must be established. It is a tribute to the method, that 
with these provisions, 80 per cent of excellent or good results are 
obtained, and with a prosthesis of new design and made of an 
acrylic resin with a degree of hardness four times greater than the 
old, the percentage of successful results is expected to increase. 
We tend, now, to do the operation with metallic prosthesis, but 
the new hard plastic may be an improvement. 
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No better assessment could be given of this important report than 
that of K. I. Nissen, the editor, who completes his foreword: 
“In the history of the search for ways to relieve painful disabilities 
of the hip joint, this book will serve as the interim report of a bold 
longterm clinical trial pursued by its authors with remarkable 
constancy and with a fortunate tendency to simplification rather 
than to progressive technical elaboration.” 


A.J.H. 

WORK OF THE NAVAL MEDICAL SERVICE 
The Royal Naval Medical Service: Vol. I. Administration. 
By Surgeon Commander J. L. S. Coulter, D.S.C., R.N. (Pp. 512 


+ xv, with 13 plates. 50s.) London: Her Majesty’s Stationery 
Office. 1954. 


Contents: 1. Between the Wars 1918-39. 2. The War Years. 3. Medical Aspects 
of Recruiting. 4. The Royal Naval Sick Berth Staff. 5. Queen Alexandra's Royal 
Naval Nursing Service. 6. The Women’s Royal Naval Service. 7. Naval Medical 
Transport. 8. Royal Naval Hospital Ships. 9. Royal Naval Blood Transfusion 
Service. 10. Neuro-Psychiatry in Naval Medical Administration. 11. Medical 
Stores and Equipment. 12. Preventive Medicine. 13. The Naval Air Arm. 
14, Medical Establishments in the United Kingdom. 15. Medical Establishments 
Abroad. 16. The Dental Branch of the Royal Navy. Index. 


This book sets out to record the tasks and achievements of the 
Royal Naval Medical Services in the administrative sphere 
immediately before and during World War II 

The scope of the subject is extremely wide, yet the Editor has 
skilfully produced in one five-hundred page volume an account 
and record which is comprehensive yet terse, full of information, 
but quite easy to read. Compression of a mass of information to 
this degree must result in anomalies; thus statistics relating to 
many thousands of men are here and there shortly set out, while 
elsewhere the reader is surprised to learn details of uniform designed 
for native servants in a temporary hospital in Southern India 

Such ‘diamond’ flashes of domesticity enliven a mass of ‘blue- 
ground’ material, itself the measure of the world-wide and onérous 
burdens shouldered by a little known medical service. 

The chapter headings are catholic in their grasp and there is 
something for almost all tastes. All that the reviewer can fairly 
do is to touch lightly with commend a small part of the subject 
matter. 

The foreword sets out the difficulties met in writing ‘A History’, 
but indicates that already the mere existence of a history has drawn 
attention to past deficiencies; a statement full of hope to those still 
serving. 

That the Medical Branch of the Royal Navy failed to attract 
enough doctors between the wars is honestly admitted. Surely 
the increase in the number of entries to the branch in 1937 and 
1938 must to some extent be ascribed to patriotism rather than to 
conditions of service? 

The chapter on Hospital Ships is an ‘eye-opener’ to any who 
might think that such vessels are easily come by, convertible at the 
last minute, or even interchangeable between the Services. The 
magnificent achievements of the Royal Naval Blood Transfusion 
Service are well set out. 

The supply of medical stores and equipment on a wartime scale, 
and under wartime conditions, to all parts of the world is a for- 
midable undertaking. Somehow it was done; but it can be seen 
with what attendant difficulties. Vast quantities of stores were lost 
by enemy action, often through want of dispersal. Over all hung the 
shadowy hand of financial control. 

Smaller hospitals, we learn, were empowered to make local 
purchases in cases of urgency to the value of £5! 

The chapter on Preventive Medicine is excellent. It shows in 
brief one of the many aspects of what the Royal Naval Medical 
Officer really does, and would be of immense educational value if 
conveyed to all newly joined Surgeon Lieutenants in the form of an 
introductory lecture. The chapter on the Naval Air Arm is similarly 
of great value. 

Medical Establishments at Home and Abroad are next described. 
In regard to those at Home, much incredibly minor domestic detail 
has appeared in print. Thus we learn in one case of the number of 
domestic hot-water boilers installed; in another of the number of 
fire hydrants, and in a third that the local cinema admitted patients 
at reduced prices. 

On this patchwork quilt of facts, there is neither firm comment 
on the individual pieces nor on the whole quilt. Presumably a 
history merely records facts; but surely only worthwhile facts 
should be placed before the reader. 
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The chapter on Medical Establishments Abroad makes depressing 

reading. One’s impressions are of improvisation, of bad planning 
machinery, and of facilities being provided ‘too little and too late’. 

Nevertheless two very important lessons do emerge, forming 
perhaps the most valuable part of the whole book. The first shows 
that medical planning is of the highest importance in modern war, 
and must be undertaken with as much forewarning and forethought, 
and with as much access to essential information (through the 
inevitable security screen), as is operational or logistic planning. 

This planning is for a Medical Officer of senior rank, adequately 
assisted and staffed, to carry out for each theatre of operations. 
In making his plans he must be empowered to obtain information 
from, or to work in, various geographical localities. Though these 
embrace the theatre as a whole, they may not coincide, in regard to 
terrestial or nautical limits, with the commands of Naval Flag or 
other Executive officers. In fact it may well be a serious handicap 
to a senior medical officer (and thus ultimately to his patients) if 
he is contained strictly—as is traditional—within the Station or 
Command of his immediate executive superior. A wider scope than 
this will clearly often be required in the future; yet there must be 
full and rapid co-ordination between all concerned. 

The second lesson is that there are many objections—in hard 
practice—to the complete fusion of the medical services or the 
medical facilities of the three fighting services. (This is a point 
dear to the heart of the armchair critic or civilian medical planner, 
who sometimes speaks without sound service experience or know- 
ledge of service needs.) 

While a large degree of interchangeability and of pleasant 
co-operation was in fact readily achieved, the fundamental fact 
remains that Naval administration (and therefore its Medical 
services) is vastly different from—say—Army administration owing 
to the basic differences in organisation and requirements inherent 
in and characteristic of Naval service. 

This is even more true in the sphere of planning, and this chapter 
provides much food for reflection and thought for the interested 
professional reader. 

The final chapter records the great expansion and enormous task 
undertaken by the Dental Branch of the Royal Navy. There is an 
adequate index. 

C.D.C. 


AIDS TO ANAESTHESIA 


Aids to Anaesthesia. By Victor Goldman, F.F.A.R.C.S., D.A., 
L.R.C.P., M.R.C.S. Third Edition. (Pp. 343 + vii. 7s. 6d.) 
London Bailliére, Tindall & Cox Limited. 1954. 

Contents: 1. History of Anaesthesia. 2. Biographies. 3. The Anatomy and 


Physiology of Anaesthesia. 4. Pharmacology of Anaesthetic Agents. 5. General 
Considerations and Stages of Anaesthesia. 6. Examination and Preparation of 


Patient. 7. Inhalation Anaesthesia. 8. Nitrous Oxide. 9. Closed Circuit Anaes- 
thesia. 10. Vinyl Ether; Vinesthene; Divinyl Oxide. 11. Cyclopropane. 12. Intra- 
venous Anaesthesia. 13. Endotracheal Anaesthesia. 14. Premedication. 15. Com- 


plications of Anaesthesia. 16. Anaesthetics for Diseased Patients. 
for Special Operations. 18. Muscle Relaxants. 
20. Analgesia and Anaesthesia in Midwifery. 
tions. 22. Anaesthesia in the Tropics. 
25. Appendix of Useful Information. 


17. Anaesthetics 
19. Controlled Hypotension. 
21. Anaesthesia for Dental Opera- 
23. Local Analgesia. 24. Spinal Analgesia. 
Index. 


The welcome reappearance of this small book on Anaesthesia 
reflects much of the recent and rapid advance in this subject. An 
obvious difficulty in a book for the beginner is to decide what 
techniques should be described and what should be critically and 
even dogmatically rejected. 

The reviewer finds the uncritical description of spinal analgesia 
for lobectomy rather startling provender for the tyro. It must be 
admitted, however, that certain sections are of undoubted value. 

The section on dental anaesthesia is sheer gold: this section can 
be profitably read and re-read, not only by the beginner, but by 
many of his more experienced colleagues. — 


BALANCED ANAESTHESIA 


The Practice of Balanced Anesthesia. By Sylvan M. Shane, D.D.S. 
(Pp. 196 + xv, with 12 illustrations. $5.75). Baltimore: Lowry 


& Volz. 1953. 
Contents: Part I. Balanced General Anesthesia. 1. Introducing a Balanced 
Mixture. 2. Balanced Anesthesia for Intubation. 3. Balanced Anesthesia for 


Eye, Ear, Nose, Throat and Maxillo Facial Surge 
Brain Surgery. 5. Balanced Anesthesia for 


ery. 4. Balanced Anesthesia for 
horacic 6. Balanced 
7. Balanced Anesthesia 


Anesthesia for Dental Surgery in the Ambulatory Patient. 
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for the Obstetrical Patient. 8. Balanced Anesthesia for Pediatric Surgery. 9. Anes- 
thesia Precautions During Emergency Operations for Abdominal Catastrophes, 
Intestinal Obstructions, and Gunshot Wounds of the Abdomen. Part IJ. Balanced 
Regional Anesthesia. 10. A Technique and Rationale for Spinal Analgesia. 11. Th« 

Management of Balanced Spinal Analgesia for Upper Abdominal Surgery 
12. Continuous Spinal Analgesia with Malleable Needle and/or Cathete: 

13. Catheter Continuous Spinal Analgesia for Labor and Delivery and as a 
Therapeutic Continuous Paravertebral Block. Part III. Special Anesthesia 
Problems. 14. Treatment for Blood Transfusion Reactions. 15. Fluid Therap 

during Surgery. 16. The Anesthesia Problem in the Asthmatic Patient. 17. The 
Diagnosis and Treatment of Cardiac Arrest. 18. Veterinary Anesthesia: A 
Balanced Mixture for Small Animal Surgery. Part 1V. The Evolution of Balanced 
Anesthesia—An Historical Interpretation. 19. The Discovery of Anesthesia 
20. Chloroform, Ethyl Chloride and the First Anesthesia Mixtures. 

Revival of Nitrous Oxide and the Infancy of Balanced Anesthesia. 

Operative Medication and Balanced Intravenous Anesthesia. 23. Balanced Rect al 
Anesthesia. 24. Balanced Spinal and Regional Analgesia. 25. Balanced Anesthesia 
in Bloodless Field Surgery. 26. Synthesizing Balanced Anesthetic Agents—the 
Contributions of John C. Krantz, Jr. 27. The Use of Music in Balanced Anesthesia 
28. The Maturity of Balanced Anesthesia—Mixtures of Ethylene, Vinethene, 
Trichloroethylene and Cyclopropane. Drugs Used in Anesthesia. References 


This book covers every aspect of the subject of anaesthesia. The 
combination of nitrous oxide, oxygen and cyclopropane in the 


CORRESPONDENCE 


DIE REGISTER VIR SPESIALISTE 


Aan die Redakteur: 1.v.m. die vraagstuk van registers vir spesialistc 
was ook ek dankbaar vir die deeglike werk wat deur die Komitee 
van ons Federale Raad gedoen is en vir die memoranda opgestel 
deur hom. Ek het gehoop om sekere gedagtes by die jongste 
vergadering van die Federale Raad voor te dra. maar die tyd daar- 
voor het ontbreek en die geleentheid het hom nie voorgedoen nic. 
Om 12.30 vm. kan mens nie van moeé kollegas verwag dat hulle 
na jou luister nie. 

Ek vind een gemis omtrent die uiters belangrike saak by alle 
geskrifte en besprekings wat ek tot hiertoe gelees het en wat gehou 
is. Nog nérens het enige kollega grondbeginsels bespreek nic. 
Voordat ’n mens oor so ’n saak besluit, moet jy tog weet wat die 
doel of ideaal is waarop jy jou besluite gaan baseer. Argumente 
vir of teen die een of ander stelsel is tog nie losstaande nie. Die 
een of ander stelsel is slegs goed of sleg na gelang dit aan ’n beginsel 
beantwoord of nie. 

_Kollegas mag nie saamstem met die punte wat ek hieronder ste! 
nie, maar ek dink hul sal toegee dat wat hierbo staan tog logies is. 

Vir my is daar twee beginsels by die saak betrokke: 

1. Enige stelsel van organisasie moet uitgaan van die standpunt 
ent diens aan die publiek ’n eerste vereiste is. 

Die medici is geregtig tot redelike vergoeding vir hulle dienste. 
Halle is daartoe geregtig dat die publiek hulle nie misbruik nie. 

Ek dink dat by oorweging van ons probleem ook die volgende 

" moeite werd is om oor te din 
. Menslike swakhede kom by medici soos by alle mense voor. 

2 Geen wette, kodes of organisasie kan ons karakters verander 
nie. Die stelsel waaronder ons leef en werk kan slegs help om ons 
swakkere neiginge te neutraliseer. 

_3._ By alle menslike doen speel moraliteit—die gemeenskap en 
die indiwidu se etiese kodes—’n dominerende rol. Die medikus 
is in die eienaardige posisie dat: 

(a) sy oordeel en besluite gedurig gegrond moet word op kennis 

wat hy alleen het;—en dat 

(6) daar by sy besluit so maklik ’n botsing kan kom tussen sy 

eie belange en die van die pasiént. 

As voorbeeld: In ’n kraamgeval mag daar vir die verloskundige 
twee alternatiewe wees: 

(i) Keisersnee. 

(ii) Vier-en-twintig-uur se wag vir ’n natuurlike geboorte; dic 
eerste kan ‘n aansienlike fooi en groot kudos beteken en die tweede 
’n klein fooi en baie wroeging. 

4. Na my mening bestaan landswette om twee redes: 

(a) As gids en hulpmiddels vir die intelligente burger wat 'n 

hoé moraliteit besit; en 

(b) as wapens teen die amorele of immorele burger. 

5. Na my mening leef ons in ’n tyd en gemeenskap wat oorlaa 
is deur wette, verordeninge en reéls. 

Tensy ek toetsstene soos die voorafgaande gebruik in my bena- 
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percentages of 45, 45 and 10 is an interesting one and combined 
with CQ, absorber and a preliminary intravenous barbiturate 
such as pentothal or evipan is used in most cases. This combination 
of drugs was found to be most satisfactory after exhaustive tests. 

There is little doubt that, used with curare and controlled respira- 
tion for deep relaxation, it is as near non-toxic and physiologic 
anaesthetic as one could get. It is obvious that this mixture could 
only be used with accurate apparatus and it must be remembered 
that it is inflammable and explosive, but of course this applies to 
ether as well. Valuable hints on how to avoid the pitfalls of 
anaesthesia, ever present, and how to get out of them if possible 
are given. 

Fluid therapy is discussed in relation to shock, and interesting 
new work and ideas given on this important subject. 

References to the literature and numerous drugs with their 
synonyms are listed. This is a valuable book to the specialist, those 
preparing for higher degrees and for lack of a better term, the 
occasional anaesthetist. 

T.A.F. 
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dering van ons probleem word al die memoranda en besprekings 
en argumente ’n magtige warboel. 

Beck de Villiers, B.A., LL.B. (S.A.), M.B., Ch.B. (Rand). 
Wes-Burgerstraat 17, 
Bloemfontein, O.V.S. 
13 Mei 1954 


SPECIALIZATION 


To the Editor: ‘Specialization has a ‘‘New Look’’, No longer is the 
specialist a man who cuts himself off from his fellows to work in a 
stereotyped way in a restricted field. The established specialist is 
now repeatedly returning to his more broadly based colleagues for 
consultation, advice and concerted action. Fresh departures into 
specialized fields are being made every day, not so much for the 
old restrictive reasons, but in order to blaze a trail and find new 
ways which presently all, or certainly the many, may follow. 
Specialization must be encouraged if any advance is to be made, 
but it must be specialization of a new kind, not for treatment alone 
but for study, inquiry and better understanding .... Times have 
changed in more ways than one; in the present context the import- 
ant change should be from the individual consultant to the team.” 

This quotation was taken from an address recently delivered by 
a famous British colleague and gives expression to beliefs which 
are not by any stretch of imagination consonant with the specialist 
set-up in this country. If the picture he paints is to receive our 
approval then we shall have to remodel our system and at the same 
time be grateful that we have, owing to recent litigation, the breath- 
ing space in which to do so. If we fail to seize the opportunity with 
both hands and thereby commit ourselves to perpetuation of the 
present set-up, then we deserve anything and everything that can 
happen to us. 

The curse of the profession is apathy in facing our professional 
difficulties and in organizing our resources for protection of our 
interests and advancement of our activities. Too often we differ 
and quarrel when we ought to stand shoulder to shoulder in mutual 
solidarity. 

In considering whether we should continue or abandon the 
present registration of specialists, or in abandoning it whether we 
should devise a more attractive and more workable substitute, we 
should in the final issue try to speak with one voice. 

There are many of us who believe that the only available way to 

correct existing disharmony in the profession is to abolish the 
specialist register and with this all direct reference to specialist and 
specialism. The use of this designation on our plates and letter- 
heads should be regarded as advertising and therefore unethical. 
In substitution we suggest that the Medical Council should abandon 
its objection to ‘holding out’ and, while reserving its right to 
‘take notice’ of over-ambitious professional activity, should en- 
courage individuals at G.P. level to restrict their interest to one 
department of the medico-surgical field, by allowing them to state 
the field adopted on the professional brass plate etc., but with no 
reference to specialist performance. Thus we could have ‘J. Smith, 
M.B., Ch.B., Physician’, or obstetrician or surgeon etc. as the case 
may be. 
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The field of professional endeavour has become so wide-spread 
that some restriction of individual activity is essential. In fact 
there are today in the G.P. ranks many doctors practising such 
restriction. They should be the first to receive official approbation, 
and this approval would stimulate others to take the plunge. 
In the competitive field of general practice we should then find more 
and more practitioners undertaking courses of post-graduate 
study and obtaining senior qualifications, not with the urge to 
“get on the register’ but impelled by the necessity to excel in healthy 
professional rivalry. 

These practitioners would automatically qualify for integration 
into hospital visiting staffs, and the cultural benefits accruing 
would be expended in added skill in dealing with their patients 
outside the hospitals. It has been frequently contended that the 
G.P. has no time available for hospital duties. Self-imposed restric- 
tion of activities as here visualized will automatically create this 
time, and all that will be needed is opportunity. 

Should the specialist register be abandoned or restricted in its 
scope it is anticipated that certain practitioners at present designated 
as specialists would find it expedient to revert to G.P. status of this 
nature. 

One obligation which would have to be accepted by G.P.s 
limiting their scope of work is that their services should be available 
to the patient both in the consulting room and in the home. Whether 
or not they should be remunerated at a higher rate is a matter for 
debate. In the event of there being practitioners who indicate their 
inability or refusal to undertake domiciliary visiting it would be 
from this group that a consultant service could be drawn, with 
remuneration on a higher scale than that pertaining to G.P.s. 
Access to consultants in their rooms should be unrestricted except 
as ethically provided for in inter-professional relationships, and the 
consultant should be endowed with the right to undertake therapy 
as well as give opinion within the scope of these rules. 

By improvising and adopting a system such as has been roughly 
outlined it will be appreciated that there is no hard-and-fast line 
drawn between groups of practitioners, but a gradual harmonious 
integration of one into another. There should be no jealousies, 
friction or complaints of exploitation, and if harmony is established 
then the system will provide the conditions for group-practice which 
many of us regard as an ideal hitherto beyond our reach. 

There will be difficulties involved in changing from the old to the 
new, none of them insuperable, provided the will to achieve is there. 
Apathy, so prevalent in the profession. may defeat us unless we 
refuse to be daunted and unless we adjust the balance by a more 
enthusiastic approach. At the moment at a rough estimate 25°, of 
Branch members are on the side of progress and 75°; apathetic. 
The cure is in the hands of the 75 if the minority can shame them 
into activity. 

What is needed for success is aptly summed up by the colleague 
quoted at the beginning of this article, and I can do no better than 
quote him again as a tonic for all concerned. 

“What are required for success are: Decency and devotion 
towards our patients, a critically humble conceit in ourselves, a 
constructively inquiring attitude towards our problems and an 
enthusiastic determination to excel in our craft. These high ideals 
are attainable only in an environment in which there are mutual 
respect and admiration and abundant co-operation and goodwill 
between all contracting parties.” 

J. Drummond 
121/4, Trust Buildings 
Gardiner Street 
Durban 
18 May 1954 


SALARIES OF PART-TIME DISTRICT SURGEONS 


To the Editor: Part-time District Surgeons have little opportunity 
of meeting together as a body, scattered as they are over the whole 
of South Africa. 

As a member of the District Surgeons’ Committee it would 
perhaps not be out of place for me to give an account of the diffi- 
culties encountered by this Committee in its efforts to improve the 
lot of part-time District Surgeons. I also propose to put forward a 
Suggestion for a revised basis of remuneration which may appear 
to be somewhat provocative. 

At interviews with the Secretary for Health and at one interview 
kindly granted by The Hon. the Minister for Health, Dr. A. J. R. 
van Rhijn, on 9 December 1953, the Committee has been sympa- 
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thetically received. The impression gained was that there was a 
real desire to meet the requests put forward, always provided these 
did not involve the expenditure of large sums of money. Unfor- 
tunately this is inevitable if the remuneration of the part-time 
District Surgeons is to be put on a satisfactory basis. 

Consequently, an impasse was reached on a number of points, 
partly for the above reason, but also for others which will be 
explained. The small increases in remuneration recently made in 
some cases do not alter the over-ali picture of the position. 

It must be conceded that the Union Health Department has for 
very many years capitalized (perhaps unconsciously) on the fact 
that newly-qualified general practitioners wishing to practice in 
rural areas have applied for vacant part-time District Surgeon posts 
to obtain an introduction into those areas. Later, having become 
established and been made aware of the amount of work involved, 
they are in no position to resign the appointment because by doing 
so further medical competition would be introduced by a new 
appointee. That this is so is borne out of the fact that numerous 
applications are apparently received for every post which falls 
vacant. 

As is well known, each District Surgeon is expected to keep 
accurate records of all official services rendered by him. These are 
summarized under numerous headings and sub-headings on Annual 
Health Report, ‘Form 56 Health’. At best, the keeping of these 
records constitutes an irksome duty and in consequence it is 
sometimes performed in a perfunctory way. 

The Secretary for Health has intimated to the District Surgeons’ 
Committee that it is this lack of accurate records which has nullified 
many a request for increased remuneration. Consequently, it would 
greatly strengthen arguments put forward by the Committee if 
these records were kept in a manner beyond reproach and open to 
inspection at all times. The present attitude of the Union Health 
Department to those submitted is one of scepticism. 

Repeated requests for an increase in the travelling allowance 
have met with no success. It should be borne in mind that the Is. 
per mile allowance is intended also to cover working-time lost 
while travelling, and that no allowance is payable in respect of 
journeys within 3 miles of the District Surgeon's headquarters. 

It is admitted that while the allowance has remained static, the 
cost of motoring has more than doubled itself since 1939. This 
matter bears a little analysis. The Automobile Association of 
South Africa has computed that the present cost of motoring is 
8d. per mile for an average-sized car. Presuming that a District 
Surgeon can average 42 miles per hour on a country road, his 
travelling expenses would be 42 times 8d., ie. 28s., and his 
remuneration would be 14s. for that hour. Whereas if his average 
speed is reduced to only 21 miles per hour (which for a variety of 
reasons often is the case) his remuneration drops to 7s. per hour. 

The Secretary for Health has supplied this Committee with the 
amounts paid out per annum by his Department in travelling 
allowances. At first sight these figures appear to be fantastically 
high. It would also appear that fraudulent claims for travelling by 
a number of District Surgeons have been disclosed from time to 
time. Moreover, there are part-time District Surgeons who appear 
to spend all their working time in travelling, to justify the large 
monthly claims submitted. In other words, it is out of the travelling 
allowance that these District Surgeons derive their income, rather 
than from the small salaries they receive. 

It must be conceded that this is a most undesirable state of affairs 
from both the District Surgeon’s viewpoint and from that of the 
Union Health Department, nor does it provide any incentive to 
economize in travelling. For this reason I would like to put forward 
a suggestion for an entirely new basis for remuneration, which it is 
hoped might be acceptable at least in principle to the Union 
Health Department. It has not been considered by the District 
Surgeons’ Committee, but it appears to me to have more merit than 
the present system, in that it would establish an accurate basis for 
the remuneration of each part-time District Surgeon in relation to 
the amount of official work done by him. At the same time it 
would eliminate the strong arguments put up by the Department 
regarding the incomes derived out of the present travelling allow- 
ance. 

The suggestion is that: 
1. Part-time District Surgeons should receive a_ travelling 
allowance on a cost-per-mile basis for all travelling for 


official work, and that it be based on the figure determined 
by the Automobile Association of South Africa or some 
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A New ‘Repository’ Form of Oral Penicillin Providing 
Higher and More Prolonged Antibiotic Plasma Levels 
Than Any Other Form of Oral Penicillin 


Literature on request: 


Sharp & Dohme, 
P.O. Box 5933, 
Johannesburg. 


Supplied as: 
‘REMANDEN-100’: 


‘REMANDEN-250’: 


“The present method of Administering penicillin will 
probably largely be replaced by oral penicillin-probenecid 
therapy.” 
Frisk, Diding and Wallmark, 
J.A.M.A., 14: 1384, Aug. I, 1953 


“It has been shown that ‘Remanden’ alone produces 
adequate penicillemia. When ‘Remanden’ the oral repo- 
sitory penicillin is administered following injections of 
procaine penicillin, penicillin plasma concentrations are 
increased 2 to 10 times.” 
Husted, Joel R., Boulder 
Medical Centre, Rocky Moun- 
tain Medical Journal, April 1953 


each tablet contains 100,000 units of potassium penicillin G 
and 0.25 Gm. Benemid (Probenecid) 


each tablet contains 250,000 units of potassium penicillin G 
and 0.25 Gm. Benemid (Probenecid) 
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BUT WHEN IT 
TO IRON.... 


FERROVITE 


Ferrovite is a combination of Iron and Vitamin B Complex in 
a specially prepared tablet. It will be found useful in 
nutritional anemies and certain dietary deficiencies. Ferrovite 
is also admirably suited for prophylaxis in pregnancy, since 
its iron content is not so large as to produce digestive disturbance 
or constipation, and yet is sufficiently in excess of the amount 
likely to be absorbed. 


COMES 


Each sugor coated tablet contains: 


Iron (Fet* & Fe*** 45 Mgm. 
Thiamine Hydrochloride 2 = Mgm. 
Riboflavine Mgm. 
Pyridoxine 0-25 
Calc. Pantothenate 2-5 Mgm. 
Nicotinamide 20 Mgm, 


With traces of Copper and Manganese. 
Bottles of 40 — 100 — 500 


Manufactured in South Africa by 


PETERSEN LTD 


Established 1842 


P.O. 
CAPE 


BOX 38 
TOWN 


P.O. BOX 5785 
JOHANNESBURG 


113° UMBILO «RD. BOX 2238 
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It is the experience of medical 
men all over the World that 


Hearing Aids can be pre- 
scribed with confidence 


* 


WESTDENE PRODUCTS 
(PTY.) LIMITED 

2nd Floor, Essanby House, Johannesburg. 

67 National Mutual Buildings, Durban. 


Write for name of nearest dealer 


EXCERPTA MEDICA 


Fifteen journals containing pertinent and reliable abstracts in 
English of every article in the fields of clinical and experimental 
medicine from every available medical journal in the world. 
The prices quoted below are per annum (12 parts). 
1. Anatomy, Anthropology, Embryology and Histology £5 12s. 
2.[ Physiology, Biochemistry and Pharmacology £11 3s, 
. Endocrinology £3 15s. 
. Medical Microbiology and Hygiene £5 12s. 
. Medical Pathology and Pathological Anatomy £9 6s. 
. Internal Medicine £9 6s. 
Pediatrics £3 15s. 
. Neurology and Psychiatry £5 12s. 
. Surgery £6 4s. 
. Obstetrics and Gynaecology £3 15s. 
. Oto-, Rhino-, Laryngology £3 15s. 
. Ophthalmology £3 15s. 
. Dermatology £6 4s. 
. Radiology £3 15s. 
. Tuberculosis £3 15s. 
We shall be pleased to send you a specimen copy. 


Sole Agent for the Union: 


A. BALKEMA, Publisher and Bookseller 
1 Burg Street, Cape Town Telephone 2-9009 
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other responsible body from year to year. This would ; 
once remove what is at present probably the greatest 
obstacle to obtaining improved remuneration. 

The Medical Association in consultation with the 
Union Health Department, should decide on a fair and 
reasonable minimum tariff on a per-hour-of-work basis fo: 
part-time District Surgeons, and that it should include 
working-time lost while travelling and that this should be 
not regarded as a travelling allowance. 

3. Based on accurate records derived from properly-kept 
annual health returns, each part-time District Surgeon's 
salary should be assessed on the basis of actual time spent 
in doing official work, and subject to review every few years 

It is suggested that as a first step a panel consisting of experienced 
District Surgeons in collaboration with the Union Health Depart- 
ment be appointed to establish an ‘average time’ occupied in doing 
every type of official work which a District Surgeon may be called 
upon to do. Most of these duties are already enumerated on 
Public Health Form 56, but this form would have to be somewhat 
modified to make provision for services it does not now reflect. 

It is suggested that each period of 6 minutes count as one point, 
and one hour’s work would therefore constitute 10 points. Each 
type of service rendered would carry a score-value as determined 
by the medical panel. It would then be a simple matter of arithmetic 
to determine how many hours each District Surgeon is called upon 
to devote to his official duties per day, and what his remuneration 
should be. 

Since this system would be reviewed from time to time, it would 
automatically provide for any increase or decrease of District 
Surgeon work consequent upon the growth or retrogression of any 
particular area. It would further provide for any increased duties 
and responsibilities which the Public Health Department may from 
time to time desire part-time District Surgeons to undertake. 

It is appreciated that local factors may operate which would 
render the duties of one part-time District Surgeon more onerous 
and time absorbing than those of another for an apparently equal 
amount of work done. Such a scheme should be sufficiently flexible 
for cognisance of such factors to be taken into account. It is also 
realized that in some sparsely-populated areas, it is necessary in the 
public interest that a part-time District Surgeon should be available, 
even if the sum total work done by him is small. However, such 
minor difficulties would not invalidate the scheme as a whole and 
it would virtually remove all anomalies which now exist, except 
for the question of drug allowance, which it is understood is now 
under review by the Department. 


It will be appreciated that these suggestions aim at establishing 
a basic minimum salary in proportion to the time spent by each 
district surgeon in performing his official duties. They would 
bring relief chiefly to those part-time district surgeons who maintain 
that they are today working at a rate of pay per hour below that of 
the artisan. and they would assist in eliminating invidious accusa- 
tions regarding abuses of travelling allowance. 


N 


H. J. E. Schultz 
P.O. Box 192 
Witbank 
Transvaal 
4 May 1954 


PART-TIME DISTRICT SURGEONS’ DEMAND 


To the Editor: \ have read with interest and not a little amusement. 
the cry of the part-time district surgeons: ‘Give us an increase 
in salary or else — !’ 

If they don’t like the conditions of service, why don’t they 
resign? There are many young doctors who would jump at the 
golden opportunity of establishing a country practice on such 
fruitful grounds. 

My quarrel is against the part-time D.S. who renders lip 
service only. 

He is as plentiful as the genuine article. I know the circum- 
stances of D.S. practice only too well. In many cases I know that 
there are no attempts to run V.D. clinics although drugs are 
plentifully supplied by a benevolent Government. Indeed patients 
are actually discouraged from attending. (This is only one ot 
my many grievances!) 

I do hope that our Minister Dr. Van Rhijn reads this article 
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He could do worse than appoint an Inspector of D.S. services. 
The reaction should prove interesting. 


P.O. Box 2 
Taungs 
Cape 


A. Ristow 


DRUG ADDICTION DANGER 


To the Editor: Medical men and laymen alike are finding the 
increasing number of cases of drug addiction perturbing. I am 
writing this letter in the hope that it may serve to alert my colleagues 
to the danger of this unfortunate group of people in the community. 

General practitioners are often able to ‘smell a rat’ when con- 
fronted by the addict, and thereby avoid prescribing habit-forming 
drugs. Every now and then, however, the unsuspecting practitioner 
is sadly caught out, as I have learnt by bitter experience during 
the past week. 

I have come across four such people in the past week: three of 
them I suspected, and after a tactful lecture sent them away without 
their ‘craved-for’ injection, possibly to be ‘helped’ by other un- 
suspecting practitioners. The fourth was too clever for me. 

A certain Mrs. K. consulted me at my rooms on the morning of 
8 May 1954. She told me that she was to be operated on for 
‘gall-bladder trouble’ at a Johannesburg nursing home on the 
28 May 1954. In the meantime she had come from her home-town 
and was living with a relation who was a qualified nursing sister. 
She knew no doctor in Pretoria, and was new to the City and was 
referred to me. Thorough interrogation revealed a classical history 
of bouts of gallstone colic. 

On examination she had tenderness over the gall-bladder area 
and a typical Murphy’s sign. 

When asked if she was using any medicines, she stated that the 
surgeon had maintained that these were unnecessary. If she should 
experience severe colic she could have an injection which would 
ease the pain and tide her over until surgery was undertaken. She 
felt that as her relation was a qualified sister it would be un- 
necessary to worry the doctor at all hours, as long as I could pre- 
scribe the necessary injection for the pain of her attacks of colic. 

Feeling that this was a genuine case I gave her a prescription in 
all good faith for an antispasmodic mixture, choleretic capsules 
and some ampoules of pethidine. She was informed that she was 
to make use of the latter as a last resort. She was also warned about 
the possibility and danger of addiction to pethidine. 

That evening a certain chemist telephoned to tell me that Mrs. K. 
had accidently dropped her package of medicines, and that all her 
ampoules of injection material had been broken. Permission was 
given for a replacement. 

But for a perchance meeting with a colleague two days later, I 
would still have been in the dark about my new patient. He 
informed me that Mrs. K. had consulted him about half an hour 
after she had seen me on the 8 May 1954. His diagnosis was similar 
to mine. He also prescribed pethidine. He was later telephoned 
and informed that she had lost her prescription, and he duly 
obliged by providing a fresh prescription. She had obviously taken 
her prescription to different pharmacies. 

This revelation naturally set me thinking. I made it my duty to 
enquire from all my practitioner and pharmacist friends about 
Mrs. K. It transpired that she had also been to Dr. A. on the 
8 May, and to Drs. B., C. and D. on 10 May. Similar stories were 
related to them about the gall-stone colic, the lost prescription and 
the broken ampoules. One must conclude, therefore, that from 
the six doctors concerned she had by ingenious cunning obtained 
a large supply of pethidine. How many other doctors and chemists 
she had fooled is anybody’s guess. 

As soon as sufficient hard facts were gathered I informed the 
Union Health Department in Pretoria of the matter, and it is now 
taking what steps it can. 

I hope that this communication will draw the attention of my 
colleagues to one of the pitfalls of practice, drug addiction. 

It provides also plenty of food for thought: surely we medical 
men are partly responsible for making addicts out of these un- 
fortunate people in the first instance? 

M. Haifer, M.B., Ch.B. 
214-5 Central House 
Central Street 
Pretoria, Transvaal 
14 May 1954 
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DEATHS FROM ACCIDENTS 
To the Editor: On reviewing the deaths caused by accidents in the 


table presented below, one cannot fail to be appalled at the loss of 


young lives due to causes which are largely preventable. 
South Africa: Abstract of European Mortality in the 1-9 Year 


Age Group* 
1947 1948 
Diphtheria 53 91 
Tuberculosis (all forms) 46 75 
Pneumonia 129 122 
Enteritis 53 72 
Measles 22 16 
Road Accidents 28 41 
Other Accidents 105 112 


It will be seen that accidents caused 133 deaths in 1947 and 153 
deaths in 1948, a total far greater than any other single entity. 

The aetiology of accidents is remote from the conventional 
aetiology of disease, yet death and disability, whatever the cause, 
must be the concern of the medical profession. In the United 
States, the American Academy of Pediatrics has co-operated with 
other safety organizations in research and in the prevention of 
accidents. In this country efficient organizations exist for the 
prevention of road, mine and industrial accidents, but one must 
be greatly perturbed by the mortality caused by ‘other accidents’ 
in young children, and by the fact that—as far as one is aware—no 
steps are being taken to prevent the high mortality from such 
causes. In every age-group ‘other accidents’ exceed road accidents 
in the number of fatalities. In the more advanced age-groups 
industrial accidents account for the greatest proportion, but the 
object of this communication is to stress the need for the prevention 
of ‘home accidents’. 

Such prosaic causes as ill-constructed baby chairs, open fires, 
kettles. fish ponds and sugar-coated pills constitute a greater 
hazard to the lives of young children than diphtheria, tuberculosis 
or any other single disease. In Canada and the United States 
accidents constitute the greatest single threat to the lives of young 
children? although, in contrast to South Africa, motor vehicle 
accidents outranked every other cause of fatal injury in these 
countries. 

It seems that research into such matters is just as important 
as research into communicable diseases, if not more so, and it 
is of interest to note that the epidemiological approach has had 
great success when applied to the causal factors of accidents in 
the home.* 

In the widening horizons of medical practice, commencing with 
sanitarians and engineers and increasing its scope to agriculturists 
and nutritionists, we have become more and more aware that 
modern life and scientific advancement has created its own human 
pathology, tending to dwarf in importance and extent the classical 
pathology of the text-books. So ingrained is the traditional 
approach, however, that we do not fully realize that disablement 
or death, whether caused by poliomyelitis or a boiling kettle, 
has the same tragic result to the individual. The effect on the 
group, the nation or the race can only be shown in the dull lists of 
statistical information which few have the patience to study 

The figures shown here clearly demonstrate the importance of 
this subject. It is hoped that this communication will stimulate 
interest in the prevention of accident mortality in the home and 
result in a co-operative effort to reduce their incidence. 


S. B. Sachs 
Evaton Health Centre 
Evaton 
Transvaal 
1. Wid. Hith. Org. techn. Rep. Ser.: Vital Statistics and Causes of 
Death, 1947 
2. Statist. Bull. Metrop. Life Insur. Co. (1953): 34, § 
3. Roberts, H. L. ef a/. (1952): Publ. Hlth. Rep. (Wash.), 67, 547. 


THE SHORTAGE OF NURSES 


To the Editor: The warnings to the profession, so ably presented 


by Dr. Julius H. Kretzmar,' will, it is hoped, give us all food for 
thought. His suggestions for the improvement of the lot of nurses 
in this, and other, countries, merit serious consideration, for we 
face a position in which we shall soon be confronted with every 
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sort and kind of difficulty in obtaining proper nursing facilities for 
our patients. 

The difficulties of this country are peculiar in that it has a large 
non-European population, where medical care is relatively un- 
developed, and is facing at the same time all the upheavals of 
extraordinary industrial developments—factors which place great 
strain on slender resources. 

It is clear that a large increase in the number of nurses is required 
and that nurses cannot be attracted by conditions of service which 
place them at a disadvantage in their relationship with the rest of 
the community. A comparison of the salary-scales quoted by 
Dr. Kretzmar with the cost of living would not fill a would-be nurse 
with confidence. The old catchword that ‘nursing is a calling’ will 
no longer do, for nurses must live in these modern times. 

There is one small way in which many of us could ease the nurse's 
burden. In Britain, the tendency is to keep patients in hospital 
too long, in the U.S.A. for too short a time. This is, of course, 
bound up with the Welfare State and social and economic con- 
ditions. I feel that we tend on occasion to keep our patients too 
long and one wonders if, where there is no medical, surgical or 
social contra-indication, patients could not go home a few days 
earlier than is customary. Clearly such a practice would defeat 
its end if home conditions were unsuitable or involved the engage- 
ment of a private nurse. 

One is fully aware that there is an expedient and that it does not 
meet the wider issues relating to the problem. It is further clear 
that the doctor would be obliged to visit the patient at home more 
frequently, and that one would run the risk of an occasional 
embarrassing return to hospital or nursing home for treatment of 
an unexpected complication. However, I feel that the potential 
advantages to nurse and, in the economic sense, to patient, may be 
considerable. 

P. G. Large 
1312 Sanlam Building 
Smith Street 
Durban 
17 May 1954 


1. Kretzmar, J. H. (1954): S. Afr. Med. J., 28, 382 (1 May). 


ANNUAL GENERAL MEETING DISTRICT SURGEON'S SOCIETY 


To the Editor: The annual General Meeting of the District 
Surgeons’ Group will be held on Thursday, 24 June at 2 p.m. 
during Congress week at Port Elizabeth. An urgent appeal is 
being made to all part-time District Surgeons to attend this meeting 
in great numbers in order to protest against the inability of the 
Department of Health to increase the fees and allowances of part- 
time District Surgeons. We must present a united front and show 
the Department that we mean business. 

The matter has been long overdue and should be handed to the 
Federal Council for further action. Be sure, therefore, part-time 
District Surgeons, to attend this important meeting! 


P. G. J. Koornhof, M.B., Ch.B., D.P.H. 
Secretary / Treasurer 
District Society 
P.O. Box 335 
Bethlehem 
11 May 1954 


RUGBY INJURIES 


To the Editor: With the advent of the rugby season, the usual 
spate of injuries is beginning to appear, including a high proportion 
of fractures of the lower limbs. 

Analysing the cases which have come my way, I have been 
impressed by the fact that had the foot not been anchored to the 
ground by studs, the victim would have been able to slide his foot 
away as trauma was brought to bear on it. 

I am convinced that if studs were abolished altogether or if 
‘bars’ were substituted, there would be a substantial decrease in 
the number of fractured lower limbs. I feel this is particularly 
indicated in the case of school rugby. 


P. T. Hauff, L.R.C.P. & S. (Edin. 
P.O. Box 3 
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Protective Covering 


It has taken eons for the armadillo to develop an armour that gives com- 
parative immunity to the perils that lurk in the jungles of the Amazon. 
The modern ulcer paticnt is more fortunate. Almost immediately, 

fo Gelusil* Antacid Adsorbent coats the inflamed or ulcerated areas of 
i} the gastric mucosa against injury by the acid gastric juice. At the same 

_ time, Gelusil provides swift and prolonged relief of symptoms. Consti- 

“2, pation, so frequently associated with ordinary alumina gels, is absent 
‘-.* with Gelusil tablets and Gelusil does not interfere with the absorption 


of minerals such as calcium and phosphorus from the diet. Finally 
Gelusil is both economical and palatable. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


In bottles of 50 and 100 tablets. 
WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown 


Roter Gastric Ulcer Tablets 


gastric and duodenal ulcer, also if accompanied by normal or subacidity 
hyperchlorhydria 
acute and chronic gastritis 


affections of a neuro-vegetative nature. 


Roter tablets have put the ulcer-therapy into a new phase 


By the exact composition of the components and the potentializing of the bismuthsalt, 
Roter Tablets are an effective medicament in the treatment of the indicated diseases, 
especially in chronic cases. 


You are invited to write for full information and a clinical trial supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 
ROTER 


P.O. Box 7, Maraisb 


g, T 


aal, South Africa. 
Distributors for South Africa and S.W.A.: 


ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durbon, P.O. Box 1988. 


Distributors for Rhodesia: GEDDES 


LTD. Bulawayo, 


Salisbury, P.O. Box 1691. 


P.O. Box 877, 
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Sedative 
and 
Cherapeutic 


TRISAN ... 


in Bronchial ASTHMA 


TRISAN — Homme! is an established agent in the 

symptomatic treatmert of bronchial asthma and related 
states. It combines in its formula both sedative and anti- 
spasmodic drugs of recognized performance. 


COMPOSITION Physicians experienced in asthma have 
long recognized the value of concurrent prescription of Potassium 
lodide and Chloral Hydrate; a small dose of Soluble Barbitone 
is added as a sedative adjuvant to enhance their therapeutic 
effect. Trisan therefore comprises — 

Iodide of Potassium BP... 

Chloral Fiydrate B.P. 

Barbitone Sodium B.P. 


CLINICAL INVESTIGATION shows that 
Trisan produces spasmolysis and relief of expectoration in 
nocturnal asthma; its sedative component satisfactorily 
encourages sleep and provides an additional value in 
asthma complicated by hypertension. 


INDICATIONS Trisan is indicated in bronchial 


asthma, especially nocturnal ; certain types of hypertension ; 
allergic diathesis. It is contra-indicated in iodine allergy 
and hyperthyroidism. 


DOSAGE Four drachms in tumblerful of fluid during 
attacks or before retiring; prophylactically: | to 2 fi. drachms 
nightly for 2 to 3 weeks. 


PACKING Standard : Bottles of 4 fi. oz.; Dispensing : 16 fl. oz. 
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te Trade Mark Reg'd. Not publicly advertised 


HOMMEL’S HAAMATOGEN & DRUG CO. 

121 NORWOOD ROAD, LONDON, S.E.24 == 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 

P.O. Bex 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 

P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhedesia 
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DERMATOLOGICAL Vractice 


ECZEMAS SEBORRHOEIC DERMATITIS 


VARICOSE ULCERS PSORIASIS 
PRURITUS 4 OCCUPATIONAL DERMATITIS 


ETHER SOLUBLE TAR PASTE 
° e The original colourless Coal Tar Cream 
e with all the therapeutic advantages of 
crude Coal Tar 


(MARTINDALE) Brand 


Literature and Samples on request 


SCHERAG PTY.) LTD., 127/9, ANDERSON STREET, JOHANNESBURG 


Sole distributors in South Africa for 


SAVORY & MOORE LTD., 60, Welbeck St., London, W.1. 


Your Association's u Vereniging se 


Benevolent Fund Liefdadigheidsfonds 


Contributions Bydraes 
sal met dank ontvang word 


Stuur dit aan 


which will be gratefully received 
may be sent to 


The Honorary Treasurer Die Erepenningmeester 


Medical Association of South Africa Mediese Vereniging van Suid-Afrika 


P.O. Box 643 . Cape Town Posbus 643 ° Kaapstad 
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A NEW COMBINATION 


REGO 


Codis presents a familiar grouping of analgesic 


drugs; aspirin, phenacetin, codeine phosphate; 
with an important advantage. The “aspirin” in 
Codis is rendered soluble as in “Disprin”’. 
Placed, uncrushed, in water a Codis tablet dis- 
perses in a matter of seconds to form a solution 
of calcium aspirin and codeine phosphate with 
finely suspended phenacetin. The chance of irrita- 
tion of the gastric mucosa by undissolved par- 
ticles of aspirin is thus minimised. 
Codis is recommended for all those conditions 


for which Tab. Codein. Co. B.P. would be 


COMPOSITION prescribed. It has the added advantages of greater 
Each Codis tablet contains: 

Acid Acetylsalicyl. BP. ease of administration and far less likelihood of 
4 ers., Phenacet. B.P. 4 
g7s., Codeine Phesph, B.P. aspirin intolerance, while the rapid absorption 


0.125 grs., Cale. Carb. 
B.P.1.2 grs., Acid. Cit. 
B.P. (Exsic) 04 
Execip ad. 11.45 ars. 


of the soluble aspirin promotes prompt relief. 


Codis is not advertised to the public. 


RECKITT & COLMAN (AFRICA) LTD. P.O. BOX 1097, CAPE TOWN 
co-! 
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‘Terramycin* 


BRAND OF OXY TETRACYCLINE 


@TRADEMARK OF 


“In acute trachoma, proper treatment with Terramycin 

results, without exception, in a radical cure.” Likewise, 
chronic trachoma responded, in 80% of the cases, to 


Terramycin therapy. 
Miteat, J. FACULTY MED. BAGHDAD 16:25, 1962 


Distributor: 

PETERSEN LTD. 

P.O. Box 38, Cape Town 
P.O. Box 5785, Johannesburg 


113, Umbilo Road, Durban, 
South Africa 


World's Fargest Producer of Antibiotics 


“CRAM FOR GRAM TERRAMYCIN IS UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS” 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 
KAAPSTAD : CAPE TOWN 


Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 : 35, Wale Street 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1539) Noord-Kaapland. Goedgevestigde praktyk met kontant- 
inkomste vir die laaste boekjaar van £2,378. Premie £852 
insluitende medisynes, instrumente en spreekkamermeubels. 
Spoorwegaanstelling. Woning en spreekkamers teen geringe huur- 
geld. Terme vir afbetaling paaiemente van + £14 per maand. 
(1641) Transkei. Well-established practice. D.S. appointment 
approx. £1,000 per annum. Income over £300 gross per month. 
Large 10-roomed house. Easy terms could be arranged. 

(1574) Cape Province. Large seaport town. Partnership share 
offered for sale to gentile purchaser in best class consulting private 
practice. Gross receipts £7,000 p.a. Premium for goodwill £3,000. 


OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with 2 appointments. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(1622) Noord-Kaapland. Assistent so spoedig moontlik, met 
vooruitsigte van vennootskap. Salaris £100 per maand + vry 
petrol, olie en losies. (Kwoteer ook 1584). 

(1671) Karoo. Assistant as soon as possible with a possibility of 
partnership. Salary to be arranged. Own car not essential. 


ROOMS AVAILABLE TO SHARE 


(1618) (1422) (1579) (1672) in Cape Town. Available on temporary 
Or permanent basis. 


SPECIALIST PHYSICIAN 

(895) Partnership share offered for sale. Details on application. 
INSTRUMENTS FOR SALE 

Full list on application. 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICE FOR SALE 


House and practice available, suitable for a 
Details on application. 


ASSISTANTS/LOCUMS REQUIRED 


(LM7) Zululand. Locum from about 15 May for six weeks. 
£3 5s. per day, free board and lodging, and £10 per month car 
allowance. 

(LM8) Natal. Locum required from 16 June to 18 July. £2 12s. 6d. 
per day, all found. Country practice, practically no night work. 
Drakensberg area. 

(LM9) Natal South Coast. Locum required for July. £3 3s. per 
day, all found. Must have own car. General mixed country 
practice. 


(PD25) Durban. 
surgeon. 


ASSISTANTS REQUIRED 


Assistant required, East Griqualand. Definite view to partnership. 
Old established partnership practice with one partner retiring. Full 
hospital facilities available. Must be bilingual and preferably with 
surgical experience. Commencing date 1 July 1954. 

(AM2) Assistant required for trial period. If suitable, partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 


29 May 1954 


(AM3) Assistant required in Transvaal hospital town. Scope for 
surgery and radiology. Must be bilingual and possess own car. 
£120 p.m. exclusive board and lodging. Commence June 1954, 
Excellent possibilities in well established practice. 

* * 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


ASSISTANTS /LOCUMS REQUIRED 
ASSISTENTE/PLAASVERVANGERS BENODIG 


(578) Assistent om so spoedig moontlik te begin. Na ses maande 
sal *n vennootskap aangebied word. D.G.-aanstelling en groot 
privaat praktyk, Noord-Transvaal. 

(577) Near Johannesburg. Locum as from 5-24 July. £3 3s. per day, 
all found and a car allowance. 

(575) Transvaal hospital town. Assistant to start as soon as possible. 
Salary £120 per month plus bonus periodically. Preferably person 
interested in surgery and knowledge of X-ray. View to partnership. 
(574) O.V.S. Plaasvervanger vir Augustus. Salaris £100 per maand 
plus vry petrol en ollie. 

(573) Transvaal hospital town. Junior partner requires bilingual 
locum for 12 months as from | July. Excellent salary and allow- 
ances. 

(571) Northern O.F.S. Locum as soon as possible with view to 
assistantship. Terms: £100 per month and allowances to be 
discussed. 

(579) West Rand. Assistant to start in August. Definite view to 
partnership. Surgery undertaken. Excellent opportunity to get 
into an old-established practice. 


ROOMS TO LET 


Johannesburg. Consulting room, waiting room and receptionist 
services to share. Fully furnished. Preferably G.P. or Anaesthetist. 
Low rental. 


PRAKTYKE TE KOOP 


(Pr/S111) Oos-Transvaal. Uiters winsgewende praktyk met D.G.- 
aanstelling. Jaarlikse inkomste oorskrei £4,800. Prys van £6,000 
sluit in woning, spreekkamers, toerusting, medisyne en instrumente. 
Geen opposisie. Terme kan gereél word. 

(Pr/S115) Johannesburg. *n Helfte aandeel word aangebied in 
‘pn Ou-gevestigde vennootskapspraktyk. Jaarlikse inkomste £3,000 
netto per vennoot. Hierdie praktyk word goed bestuur cn is uiters 
geskik vir ’n Afrikaanse geneesheer wat hom in die stad wil vestig. 


ASSISTANT WANTED 


Bilingual assistant in well established practice in Bloemfontein 
with view to partnership. Write to ‘A.V.E.’, P.O. Box 643, Cape 
Town. 


VENNOOT BENODIG 


Afrikaanssprekend, jonk, van Julie of later in groot dorp in 
Transvaal met sjirurgiese fasiliteite vir elke dokter in groot hospi- 
taal. Lang gevestigde medisyne-aanmakende blank en naturelle- 
praktyk. Vennootskap na proefperiode. Aangename tipe vennoot- 
skapspraktyk. Skryf aan ,A.V.C.’, Posbus 643, Kaapstad. 


SECONDHAND INSTRUMENTS FOR SALE 


Large Sanitas Ultraviolet Lamp with a Woods Filter and a spare 
burner. 


Surgical cabinet and table (metal and glass) and revolving stool. 
Examination couch. 

Operating anterior urethoscope 

Various small diagnostic and surgical instruments. 


To be viewed at and offers to be made to Union Medical Supplies 
Ltd., 3-22 Barrack Street, P.O. Box 3907, Cape Town. 
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GENEESKUNDE 


THE UNITED LEEDS HOSPITALS 


Applications are invited for the appointment of a 
RESEARCH FELLOW to undertake specific work in 
connection with THORACIC SURGERY. Candidates 
should be medically qualified and, for preference, 
also hold a science degree. 


The appointment will be for 1 year in the first 
place, renewable on an annual tenancy. Commencing 
salary £1,000 per annum. 


Applications giving full details of training and 
experience (with relevant dates), age, nationality, etc. 
and accompanied by the names and addresses of 
3 referees should reach the undersigned by 30th 
June, 1954. 


Further information is available on request 
J. A. TUNSTALL 


Secretary to the board of Governors. 
The General Infirmary, 


Leeds. 1. 


Provincial Administration of the Cape 
of Good Hope 


QUEEN MARY HOSPITAL, UITENHAGE 
VACANCY MEDICAL PRACTITIONER—GRADE ‘A’ 


Applications are invited from registered medica! practitioners for 
appointment to the abovementioned post. 
The salary scale is £500—£600—£660—£720 plus cost of living 
as prescribed by the Cape Provincial Administration. 
M. S. Ofsowitz 
Medical Superintendent 
Cno. 5917 


LOCUM REQUIRED 


Locum required in a partnership practice of three for any two 
months for the period July to August this year. £75 per month 
plus board and lodging and a petrol allowance. Applicant must 
have his own car. Apply ‘A.V.H.’, P.O. Box 643, Cape Town. 


Motor Industry Sick Benefit Fund 


(Transvaal and Orange Free State) 
PART-TIME MEDICAL OFFICER FOR BETHLEHEM 


Applications are invited from fully qualified registered General 
Practitioners in respect of the abovementioned appointment. 

The Fund operates on the closed panel system and the successful 
candidate will be required to provide consulting room, domiciliary 
and hospital service (when necessary) for members and their 
dependants. 

Further details will be furnished on request. 

Applications must reach the Secretary of the Fund, P.O. Box 
8477, Johannesburg, by Friday, 11 June 1954. 


IMPORTANT NOTICE 


Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this issue of the Journal are advised to 
communicate first with the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 


Advertisement: Mines Benefit Society — Vacancy for a 
Medical Officer for the Venterspost/Libanon Areas. 


Branch: Southern Transvaal Branch, 5, Esselen Street, 
Johannesburg. 


TO LET 


Wynberg, Cape. Suite of two, three or four rooms available in 
commercial centre’s most modern building; rooms grouped accord- 
ing to practitioners’ requirements. Parking facilities. Apply 
Betram, Camp & Townsend (Pty.), Ltd., Maynard House, c/o 
Darroll Lane and Maynard Road, Wynberg. Phone 71163. 


Mines Benefit Society 


VACANCY FOR A MEDICAL OFFICER FOR THE 
VENTERSPOST,/LIBANON AREAS 
Applications are invited for the appointment of a Medical Officer 
to the Society. The salary to be paid is £1,000x£50—£1,250 per 

annum plus a travelling allowance of £27 10s. a month. 
For full particulars please apply in writing to the undersigned. 
O. W. Johns 
General Secretary 
P.O. Box 8603 
Johannesburg 


Messina Health Committee 


APPLICATIONS: PART-TIME MEDICAL OFFICER OF 
HEALTH 


Applications are hereby invited for the position of Part-Time 
Medical Officer of Health. 

Particulars in regard to remuneration and conditions of service 
can be obtained at the office of the undersigned. 

Applications marked ‘Medical Officer of Health’ should reach 
the undersigned not later than Thursday, 1 July 1954. 


Sed. P: L. Mills 


Secretary 
P.O. Box 44 
Messina 
Notice No. 6/1954 
6486 


Gesondheidskomitee van Messina 


AANSOEKE: DEELTYDSE GENEESKUNDIGE GESOND- 
HEIDSBEAMPTE 


Aansoeke word ingewag vir die betrekking van Deeltydse Genees- 
kundige Gesondheidsbeampte. 
Besonderhede aangaande besoldiging en diensvoorwaardes kan 
by die kantoor van die ondergetekende verkry word. 
Aansoeke gemerk ‘Geneeskundige Gesondheidsbeampte’ moet 
die ondergetekende nie later dan Donderdag | Julie 1954 bereik nie. 
Get. P. L. Mills 
Sekretaris 
Posbus 44 
ennisgewing Nr. 6/19 
gewing / ans 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITAL BOARD SERVICE: VACANCY 
GROOTE SCHUUR HOSPITAL, OBSERVATORY, CAPE 
TECHNICIAN, GRADE B (E.E.G. TECHNICIAN) 


Departments of Neuro-Psychiatry and Neuro-Surgery 
Electroencephalography Laboratory 


Applications are invited from qualified persons for appointment to 
the post of Technician, Grade B (E.E.G. Technician) at the Groote 
Schuur Hospital, Observatory, Cape. 


The remuneration applicable to the post will be at the rate of 
£500 per annum in the first instance rising by annual increments of 
£25 per annum to a maximum of £650 per annum. Over and above 
these figures a cost of living allowance at the rate of £320 per annum 
to married persons and £100 per annum to single persons is payable. 


The leave and pension privileges attached to the post and other 
conditions of service are governed by the relevant Ordinances and 
Regulations. 


Candidates must be trained and experienced E.E.G. Technicians 
and must be able to commence duties as soon as possible. 


The successful candidate, if not already in the Hospital Board 
Service will be required to submit satisfactory Birth and Health 
Certificates. 

Application should be made on the prescribed form staff 23, 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendents of any 
—— Hospital or Secretary of any School Board in the Cape 

vince. 


The completed application forms should be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, and 
must reach him not later than 29 May 1954. 


(M127154 


Provincial Administration of the 
Cape of Good Hope 


VICTORIA HOSPITAL, WYNBERG 
VACANCY: MEDICAL PRACTITIONER GRADE ‘A’ 
(Salary scale £500—£600—£660—£720) 
Applications are invited from suitably qualified persons for appoint- 
ment to the above post. 

In addition to the salary scale indicated a temporary cost of 
living allowance, at rates prescribed from time to time by the 
Administrator, is payable. The present rate is £110 per annum for 
single persons and married women whose husbands are not in 
Government employment, and £352 per annum for married men. 

The conditions of service are prescribed in terms of the Hospital 
Board Service Ordinance No. 19 of 1941, as amended from time to 
time, and the regulations framed thereunder. 

The appointment will be on contract for two years in the first 
instance and may be renewed twelve months at a time up to a 
maximum of four years. The appointment may, however, be 
terminated by three months notice, in writing, on either side. 

Applications should be submitted, in duplicate, on the pre- 
scribed form (Staff 23), which is obtainable from the Director 
of Hospital Services, P.O. Box 2060, Cape Town, or the Medical 
Superintendent of any provincial hospital or Secretary of any 
School Board in the Cape Province. 

The completed application forms should be addressed to the 
Medical Superintendent, Wynberg, Orthopaedic and Convalescent 
Hospitals, P.O. Box 1487, 58 Loop Street, Cape Town. 

The closing date for receipt of applications is 12 June 1954, 
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Provinsiale Administrasie van die 
Kaap die Goeie Hoop 


HOSPITAALRAADSDIENS: VAKATURE 
GROOTE SCHUUR-HOSPITAAL, OBSERVATORY, KAAP 
TEGNIKUS, GRAAD B (E.E.G.-TEGNIKUS) 


Departement van Neuro-psigiatrie en Neuro-chirurgie. 
Electrotroencephalografiese Laboratorium 


Aansoeke word ingewag van gekwalifiseerde persone vir aanstelling 
tot die pos van Tegnikus, Graad B (E.E.G.-Tegnikus), by die 
Groote Schuur-hospitaal, Observatory, Kaap. 


Die besoldiging verbonde aan die pos bedra £500 per jaar in die 
eerste instansie met jaarlikse verhogings van £25 per jaar tot ’n 
maksimum van £650 per jaar. Benewens die salarisskaal hierbo 
vermeld is ’n lewenskostetoelae van £320 per jaar aan getroude 
persone en £100 per jaar aan enkel persone betaalbaar. 


Die verlof en pensioenvoorregte verbonde aan die pos en ander 
diensvoorwaardes word ingevolge die betrokke Ordonnansies en 
Regulasies bepaal. 


Kandidate moet opgeleide en ervare E.E.G.-Tegnici wees en 
moet in staat wees om diens so gou as moontlik te aanvaar. 


Indien die suksesvolle kandidaat nie in die Hospitaalraadsdiens 
is _ sal hy bevredigende geboorte- en Gesondheidsertifikate moet 
indien. 


Aansoek moet gedoen word op die voorgeskrewe vorm staf 23 
wat verkrygbaar is by die Direkteur van Hospitaaldienste, Posbus 
2060, Kaapstad, of by die Mediese Superintendent van enige 
Provinsiale Hospitaal of by die Sekretaris van enige Skoolraad in 
die Kaapprovinsie. 


Die voltooide aansoekvorms moet aan die Direkteur van 
Hospitaaldienste, Posbus 2060, Kaapstad, gerig word en moet 
hom nie later as 29 Mei 1954, bereik nie. 
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Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
VICTORIA-HOSPITAAL, WYNBERG 


VAKATURE: MEDIESE GENEESHEER GRAAD 


Aansoeke word ingewag van persone met geskikte kwalifikasies 
vir aanstelling tot die pos van Mediese Geneesheer Graad ,A’ by 
bogenoemde inrigting met salaris volgens die skaal £500—£600— 
£660—£720. 

Benewens die salarisskaal soos aangedui is ‘n lewenskostetoelae 
betaalbaar aan voltydse beamptes en werknemers teen bedrae wat 
van tyd tot tyd deur die Administrateur vasgestel word. Die huidige 
tarief is £110 per jaar vir ongetroude persone of getroude vrouens 
wie se eggenote nie in die Staatsdiens werksaam is nie, en £352 
per jaar vir getroude mans. 

Die diensvoorwaardes word voorgeskryf ingevolge die Ordon- 
nansie op Hospitaalraaddiens nr. 19 van 1941, soos gewysig, en 
die regulasies daarkragtens opgestel. 

Die aanstelling sal, in die eerste opsig. onder kontrak vir twee 
jaar wees en daarna hernubaar elke twaalf maande tot op ‘n 
maksimum van vier jaar. 

Die aanstelling mag daarenteen beéindig word by wyse van 
drie maande skriftelike kennisgewing aan beide kante. 

Aansoek moet gedoen word, in duplo, op die voorgeskrewe 
vorm (staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Superintendent 
van enige provinsiale hospitaal of by die Sekretaris van enige 
Skoolraad in die Kaapprovinsie. 


Die voltooide aansoekvorms moet gerig word aan die Mediese 
Superintendent, Wynberg, Ortopediese en Herstellingshospitale, 
Posbus 1487, Loopstraat 58, Kaapstad. 


Die sluitingsdatum vir ontvangs van aansoeke is 12 Junie 1954. 
(A560637) 
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Provincial Administration of the Cape 
of Good Hope 
HOSPITALS DEPARTMENT 


1. Applications are invited from Medical Graduates for appoint- 
ment to posts of Junior Resident Medical Officer (Intern) at the 
undermentioned institutions: 


Conradie Hospital, Pinelands 5 posts 

False Bay Hospital, Simonstown 1 post 

Groote Schuur Hospital, Observatory, Cape 41 posts 

Mowbray Maternity Hospital, Cape 1 post 

Peninsula Maternity Hospital, Cape 3 posts 

Rondebosch and Mowbray Hospital, Cape 2 posts 

Victoria Hospital, Wynberg, Cape 4 posts 

Somerset Hospital, Green Point, Cape 10 posts (8 General 
ward and 2 Obste- 
trical Section). 

3 posts 

10 posts 

2 posts (Contract 
period with effect 
from Ist July, 
1954). 


Woodstock Hospital, Woodstock, Cape 
Frere Hospital, East London 
Grey Hospital, King William’s Town 


Provincial Hospital, Port Elizabeth 
Sir Henry Elliot Hospital, Umtata 
Kimberley Hospital, Kimberley 

Midland Hospital, Graaff-Reinet 2 posts ditto. 
Swartland Hospital, Malmesbury 2 posts ditto. 
Humansdorp Hospital, Humansdorp 1 post ditto. 


2. The salary attaching to a post of Junior Resident Medical 
Officer (Intern) is £240 per annum plus board, quarters and launder- 
ing. 

3. In addition to the salary and allowances stated above, a 
temporary non-pensionable cost-of-living allowance is payable at 
rates and on the conditions that may be prescribed by the Adminis- 
trator from time to time. 


4. Candidates applying for more than one post should submit 
separate applications and copies of testimonials for each post 
applied for. 


5. Candidates writing the final M.B., Ch.B. examination can 
submit their applications prior to the results of the examination 
being known. 


6. Successful candidates will be required to enter into contracts 
with the Provincial Administration with effect from 16 July 1954 
(unless otherwise stated) and must be registered with the South 
African Medical Council before they will be allowed to assume duty. 

7. Candidates who wish to enter as interns at Groote Schuur 
Hospital, Cape Town, should state: 


(1) Whether they are prepared to accept any internship which 
is offered them; and 


(2) indicate their preference for the following Departments by 
marking against them 1, 2, 3, etc. 
(a) General Medicine. 
(b) General Surgery. 
(c) Gynaecology and Obstetrics. 
(d) Other departments to be specified by applicants. 
Successful candidates for the Ear, Nose and Throat, Dermatology 
and Eye posts will be rotated in these Departments. 


8. The appointment will be in terms of and subject to the pro- 
visions of Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder. 


9. Application must be made on the prescribed form (Staff 23) 
which is obtainable from the Director of Hospital Services, P.O. 
Box 2060, Cape Town, or from the Medical Superintendent of any 
Provincial Hospital or Secretary of any School Board in the Cape 
Province. 


10. The completed forms must be forwarded to reach the Medical 


Superintendent of the institution concerned not later than 19 June 
1954 


2 posts ditto. 
5 posts ditto. 
6 posts ditto. 


(M127130) 


S.A. TYDSKRIF viIR GENEESKUNDE xxix 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
HOSPITAALDEPARTEMENT 


1. Aansoeke word ingewag van mediese gegradueerdes vir 
aanstelling in die betrekking van Junior Inwonende Mediese 
Beampte (intern) aan die ondergemelde inrigtings: 
Conradie-hospitaal, Pinelands 
Valsbaai-hospitaal, Simonstad 
Groote Schuur-hospitaal, Observatory, 
Kaap 

Mowbray-kraamhospitaal, Kaap 

Skiereilandse Kraamhospitaal, Kaap 

Rondebosch en Mowbray-hospitaal, Kaap 2 poste 

Victoria-hospitaal, Wynberg, Kaap 4 poste 

Somerset-hospitaal, Groenpunt, Kaap 10 poste (8 algemene 
saal en 2 Verlos- 
kunde-afdeling). 

3 poste 

10 poste 

2 poste (kontraktyd- 
perk met ingang 
van | Julie 1954). 

2 poste ditto. 

5 poste ditto. 

6 poste ditto. 


Woodstock-hospitaal, Woodstock, Kaap 
Frere-hospitaal, Oos-Londen 
Grey-hospitaal, King William’s Town 


Provinsiale Hospitaal, Port Elizabeth 
Sir Henry Elliot-hospitaal, Umtata 
Kimberley-hospitaal, Kimberley 
Middellandehospitaal, Graaff-Reinet 2 poste ditto. 
Swartlandse Hospitaal, Malmesbury 2 poste ditto. 
Humansdorp-hospitaal, Humansdorp 1 pos ditto. 


2. Die salaris verbonde aan ’n pos van Junior Inwonende Mediese 
Beampte (intern) bedra £240 per jaar, plus losies, inwoning en 
wasgoed. 


3. Benewens die salaris en toelae hierbo vermeld, is daar ’n 
tydelike nie-pensioengewende duurtetoeslag betaalbaar volgens 
die skaal en op voorwaardes wat van tyd tot tyd deur die Adminis- 
trateur voorgeskryf word. 


4. Kandidate wat om meer as een betrekking aansoek doen, moet 
afsonderlike aansoeke en afskrifte van getuigskrifte voorlé vir 
elke betrekking waarom aansoek gedoen word. 


5. Kandidate wat die finale M.B., Ch.B.-eksamen skryf, kan 
hulle aansoeke instuur voordat die uitslag van die eksamen bekend 
is. 


6. Van die geslaagde kandidate word vereis om ’n kontrak met 
die Provinsiale Administrasie met ingang van 16 Julie 1954 (tensy 
andersins gemeld) aan te gaan, en hulle moet by die Suid-Afrikaanse 
Mediese Raad geregistreer wees voordat hulle toegelaat sal word 
om diens te aanvaar. 

7. Kandidate wat as interns by Groote Schuur-hospitaal, Kaap- 
stad, aangestel wil word moet: 

(1) Meld of hulle gewillig is om enige pos van intern aan te neem 
wat hulle aangebied word; en 

(2) hul voorkeur ten opsigte van die volgende afdelings aandui 
deur 1, 2, 3, ens., teenoor die afdelings te skryf: 

(a) Algemene Geneeskunde. 

(b) Algemene Heelkunde. 

(c) Ginekologie en Verloskunde. 

(d) Ander departemente moet deur applikante vermeld word. 

Suksesvolle kandidate vir die Oor, Neus en Keel, Dermatologie 
en O€-poste sal in hierdie Departemente afgewissel word. 

8. Aanstellings geskied ooreenkomstig en onderworpe aan die 
bepalings van Ordonnansie no. 19 van 1941, soos gewysig en die 
regulasies wat daarkragtens opgestel is. 

9. Aansoek moet gedoen word op die voorgeskrewe vorm (Staf 
23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van enige 
Provinsiale Hospitaal of by die Sekretaris van enige Skoolraad in 
die Kaapprovinsie. 

10. Die ingevulde aansoekvorms moet gerig word aan die 
Mediese Superintendent van die betrokke inrigting, en moet hom 
nie later as 19 Junie 1954, bereik nie. 

(M127130) 


q 

: 


Department of Mines 


VACANCY FOR MEDICAL OFFICER: STATE ALLUVIAL 
DIGGINGS, ALEXANDER BAY 


SALARY: £1,380 p.a. (FIXED) 
REFERENCE NO. STAFF 1/28/7 


1. Applications are invited for appointment to the above- 
mentioned post on the establishment of the State Alluvial Diggings, 
Alexander Bay, Namaqualand. 


2. The appointment is whole-time and the incumbent of the 
post will be required to contribute towards the Government 
Employees Provident Fund in terms of the Government Service 
Pensions Act, No. 32 of 1936, as amended. Free quarters and 
rations are provided in the case of a man without dependants and 
a free house, water and electric power to a man whose dependants 
reside with him. 


3. Candidates must be South African Citizens or Citizens of a 
Commonwealth country or Citizens of the Republic of Ireland, 
bilingual, have resided in the Union of South Africa or in South 
West Africa for at least three years and must be registered medical 
practitioners. Preference will be given to a candidate who is in 
possession of the Diploma of Public Health. Knowledge of X-ray 
work will be a recommendation. 


4. In addition to the salary indicated, cost of living allowance 
at Public Service rates at present amounting to £234 per annum 
will be payable in the case of a married person. 


5. The successful candidate will be required to submit satisfactory 
certificates of birth and health and will be required to enter into a 
contract of service a specimen copy whereof will, on application, 
be furnished by the Secretary for Mines. 

6. Original certificates and testimonials should not be submitted 

in the first instance, but full particulars of qualifications and 
experience should be furnished. 
_ 7. Application must be made on the prescribed form Z.83 which 
is obtainable from the Secretary for Mines, Van der Stel Building, 
Pretorius Street, Pretoria, to whom completed forms must be 
addressed. These forms are also obtainable from any Magistrate’s 
office. 

8. The closing date for the receipt of applications is 26 June 1954. 

9. Telephone enquiries may be made to Pretoria, No. 2-3510. 
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SOUTHERN RHODESIA 
LOCUM WITH VIEW TO PARTNERSHIP 


Locum required for Group practice for one year approximately, 
from January 1955, with view. Salary £125 to £150 plus lodging. 
Postgraduate experience in Medicine to M.R.C.P. or M.D. standard 
desirable but diploma not essential. Must be prepared to undertake 
G.P. duties. Write to ‘A.V.G.’, P.O. Box 643, Cape Town. 


MEDICAL OFFICER 


Applications are invited from Registered Medical Practitioners 
for the post of Medical Officer for the above Court, area: Clare- 
mont, Wynberg, Lansdowne. For further particulars apply to 
Secretary, P.O. Box 1707, Cape Town. 


FOR SALE 


For sale brand new Colwill 
Apparatur. 


Intermittent Venous Occlusion 


Tenders to Barnet I. Gradner, P.O. Box 391, Cape Town. . 
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University of the Witwatersrand, 
Johannesburg 
SENIOR LECTURER IN PATHOLOGY 


Applications are invited from registered medical practitioners 
for appointment to a post of senior lecturer on the staff of the 
University Department of Pathology. 

The substantive salary attached to the post is £1,100 x 50— 
£1,450 plus a temporary cost of living allowance of £234 per 
annum in the case of a married man. A higher initial salary may 
be paid on the grounds of qualifications and experience. 

Membership of the University Teachers’ Provident scheme is 
compulsory. 

Duties are to be assumed as soon as possible. 

Applications stating qualifications and experience must be 
lodged with the Registrar of the University not later than Saturday, 
5 June 1954. poe 


Peri-urban Areas Health Board 
ASSISTANT MEDICAL OFFICER OF HEALTH 


Applications on the Board's official application form are invited 
from registered medical practitioners possessing a recognised 
Diploma in Public Health or State Medicine for the post of Assis- 
tant Medical Officer of Health at a salary of £1,020 per annum 
on the salary grade £1,020 x £60—£1,380 per annum plus a 
temporary cost of living at Public Service Rates for married 
persons (at present £234 per annum) and £58 16s. Od. per annum 
for single persons. 

The salary grade has been approved by the Minister of Health 
but the appointment of the successful applicant is subject to the 
agg of the Hon. the Administrator and the Minister of 

ealth. 

The successful applicant must become a member of the Joint 
Municipal Pension Fund (Transvaal) if eligible. 

Application forms and further details are obtainable from the 
Chief Personnel Officer, Room 222, Maritime House, 153 Pretorius 
Street (P.O. Box 1341), Pretoria. 

Applications, accompanied by certified copies of not more 
than three recent testimonials, must be submitted to the Chief 
Personnel Officer not later than 12 noon on Friday, 18 June 1954. 

H. B. Phillips 
Secretary / Treasurer 
P.O. Box 1341, Pretoria (38/1954) 
18 May 1954 
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WANTED RADIOGRAPHER 


Wanted Radiographer from 28 June to 31 July as locum in Welkom. 
Salary £50 inclusive. 


Apply P.O. Box 497, Welkom, O.F.S. 


ASSISTANTSHIP REQUIRED 


Position offered to recently qualified general practitioner (jewish) 
as assistant with possible view to partnership in flourishing mixed 
practice in Johannesburg. 


Write A.V.J., P.O. Box 643. 


PRACTICE FOR SALE 


Natal South Coast mixed practice for Sale, with house, furniture etc. 
Essentially English. Write A.V.I. 


GENERAL PRACTICE FOR SALE 


Old established general practice for sale in centre of Cape Town. 


Apply “A.V.F.”, P.O. Box 643, Cape Town. 


35 Wole Street, Cape Town. 


@ Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House. 
P.O. Box 643. 


Telephone 2-6177 Telegrams: ‘Medica!’ 
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PRECISION SYRINGES 


20CC 


1occ 


GENERAL SURGICAL CO. LTD., 
have a world wide 
reputation for the 


¢ 


production of 
INSTRUMENTS 
and 
SURGICAL EQUIPMENT 
since their 
formation in 1890. 


U 
~ 


22% 
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ALL FITTINGS heavily 
Nickel Plated. 


20CC 


23302 


PISTONS made of Solid 
Silver Bronze. 


YO 
2301 


SCC 
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Details of other Syringes, Needles, Blood Pressure Apparatus and 
Stethoscopes may be obtained from the Sole Distributors :- 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LIMITED 
P.O. Box 5788, 259 Commissioner Street, Johannesburg. 
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Chronic INFECTED cutaneous ULCERS... 


whether of varicose, decubital, 
ischaemic, or diabetic origin, 
often respond rapidly to the 
local application of ‘ Furacin’ 
Soluble Dressing. 


*Furacin’ Solubi: Dressing is active against a wide range of both gram- 
negative and gram-positive organisms ; it does not delay healing; and it 
produces a marked reduction in wound odour. Bacterial drug-resistance 
to it has not yet been reported. ‘Furacin’ Soluble Dressing is indicated for the prophylaxis and treatment of 


infection in wounds, burns, cutaneous ulcers, and skin-graft sites, and for abscesses and carbuncles after incision. 


FUHACIN 


(0-2%, nitrofurazone in water-miscible vehicle) 


AN ADVANCE IN ANTIBACTERIAL THERAPY 


Issued in 2-oz. tubes and 4-02. jars. Also available—‘ Furacin’ Solution and ‘ Furacin’ Ear Solution 


M. & J. PHARMACEUTICALS (PTY.), LIMITED, DIESEL STREET, PORT ELIZABETH 
Fr72SA (Associated with Menley & James, Limited, London) 
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